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The Value of Radium in Gynecology 


BY JOHN A. McGLINN, M.S., M.D., F.A.C.S. 
Gynecologist to St. Agnes Hospital, Philadelphia. 


Sufficient time has now elapsed, from the 
introduction of radium as a therapeutic 
agent, to form a fairly correct estimate of 
its curative value in certain gynecic condi- 
tions. In spite of available data, however, 
some enthusiastic radiologists insist that 
radium should entirely supplant surgery in 
such states as cancer and fibromata of 
the uterus. On the other hand a few sur- 
geons aver that it has no place at all, or at 
most only a minor one, in the treatment of 
these conditions. They state that if it is 
used, its use should be limited as a pallia- 
tive measure in the frankly inoperable cases 
of cancer of the cervix or before and after 
operation as a safeguard against the spread 
of malignancy. If used in the treatment of 


fibroids of the uterus its scope should be ' 


to control bleeding to prepare the patient 
for a later radical operation. 

Radium enthusiasm is now at its crest, 
and no doubt positive harm will result from 
its being used by the enthusiast when it 
should not be used, and by being used by 
those not qualified to apply it. Negative 
harm will also result from the failure of 
the skeptic to use it in cases- when it is 
distinctly of greater value than surgery. 
Equally bad results are apt to obtain from 
the use of radium by the surgeon who 
knows pelvic pathology and diagnosis but 
nothing of radium technique as by the radi- 
ologist who knows radium technique but 
nothing of pelvic pathology and diagnosis. 
The worst results are apt to accrue from the 
indiscriminate renting of radium, by the 
so-called radium banks, to men who know 


little or nothing either of radium or pelvic 
disease. A first-class open hospital will not 
permit a doctor to operate unless it is sat- 
isfied as to his surgical qualifications. 
Radium banks are performing a great 
service in making it possible for physicians 
to avail themselves of this agent, who on 
account of its great cost could not otherwise 
do so, but every precaution should be taken 
to prevent its use by those not qualified. 
Unless steps are taken to stop its indis- 
criminate use great damage will result and 
the agent will fall into disrepute. I re- 
cently saw a 50-mg. radium capsule, abso- 
lutely bare, removed from a uterus where 
it had been placed twenty-four hours pre- 
viously. 

The best results should be obtained by 
the trained radiologist working in conjunc- 
tion with the trained gynecologist. As co- 
operative medicine has not reached the 
perfection desirable, and as specialism is 
so self-satisfying, this codperation, except 
in rare instances, seems impossible of attain- 
ment. This being so the radiologist should 
perfect himself in pelvic pathology and 
diagnosis and the gynecologist should per- 
fect himself in radium technique before 
using this agent. 

In general radium has proved of distinct 
value in the treatment of: 

(a) Malignant disease of the pelvic 
structures. 

(b) Uterine fibromata. 

(c) Uterine hemorrhage. 

(d) Leucorrhea. 

Malignant Disease.—In spite of the long- 
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continued propaganda for the early recog- 
nition of cancer of the uterus comparatively 
few such cases come to a gynecologic clinic. 
It is true that in the past a certain number 
of cases of inoperable cancer of the cervix 
were cured spontaneously; or by the Byrne 
method, the cautery, hot and cold, starva- 
tion ligatures, and other methods. Such 
results were few, and the best that could 
be hoped for from any known treatment 
was some amelioration of the most dis- 
tressing symptoms. With the coming of 
radium a new picture presents itself in the 
distinctly inoperable group. When we see 
case after case of inoperable cancer with 
the entire cervix and upper part of the 
vagina involved restored to an apparently 
normal condition in a few weeks after the 
application of radium we stand amazed at 
the seeming miracle. A few cases from 
our records will illustrate this point. 

Case 1.—Mrs. D. presented herself eight 
months ago complaining of uterine hemor- 
rhage which had existed for a year. Ex- 
amination disclosed a large fibroid tumor 
of the uterus, extending midway between 
the navel and the ensiform: the anterior 
lip of the cervix was entirely destroyed by 
an ulcerating growth which also involved 
the vaginal vaults. Microscopic examina- 
tion of a piece of tissue punched out of 
the cervix showed the growth to be car- 
cinomatous. The case was definitely in- 
operable on account of the extent of the 
growth as well as by the general condition 
of the patient. A capsule containing 50 
mg. of radium was inserted into the cervical 
canal, and 50 mg. of radium in needles 
were placed in the growth and were allowed 
to remain She 
developed a severe hemorrhage a few hours 
after the removal of the radium, which 
required repeated packing for three days 
to control. On account of the fear of 
starting another hemorrhage, the patient 
was not examined for four weeks. This 
examination disclosed the ulcerated area 
entirely healed and covered with normal 
mucous membrane; the fibroid tumor was 
reduced to one-half its former size. 

Six weeks after the first application of 


for twenty-four hours. 
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radium 100 mg. of radium in capsules were 
inserted into the uterine cavity, and the 
patient was given a series of #-ray treat- 
ments. Four weeks later she was again 
examined, and we found the cervix small, 
with the cervix and vagina showing no 
visible evidence of cancer. The fundus of 
the uterus reached slightly above the pubes; 
the uterus was freely movable and there 
was no evidence of parametrial disease. 

She was again treated with 100 mg. of 
radium and deep x-ray therapy. The patient 
was seen one week ago, eight months after 
the beginning of treatment. The uterus is 
normal in size, freely movable, the para- 
metrial tissues are apparently free of dis- 
ease, and there is absolutely no_ visible 
evidence of cancer of the cervix or vagina. 
Of course, we cannot claim that this patient 
is cured of her cancer, but no other treat- 
ment in our experience ever produced a 
like result. 

Case 2.—Mrs. B. when first seen, two 
years ago, was bedridden, thin, cachectic, 
with bleeding and a foul discharge which 
had been present for a year. Examination 
disclosed a large crater-like cavity in the 
upper part of the vagina; the uterus was 
fixed in the pelvis. The case was a defi- 
nitely inoperable one, and it appeared that 
she had but a few weeks to live. She was 
given two treatments with radium a month 
apart. At each treatment a 50-mg. capsule 
inserted into the uterine 
cavity, and eight needles each containing 
12.5 mg. of radium were inserted into the 
growth and into the broad ligaments to the 
side of the uterus. At the present writing 
the woman is apparently in perfect health, 
and she has been able to resume her former 
occupation. A recent examination showed 
no evidence of cancer; the uterus is freely 
movable and the ulcerated area is covered 
with healthy looking mucous membrane. 
We have had a number of cases in which 
the results are equally as gratifying. 

We feel that our present technique is 
not advanced enough in the treatment of 
these late cases, even though our results 
have in the main been satisfactory. We 


of radium was 


realize that a certain number of cases ap- 
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parently cured will have recurrences in the 
broad ligaments. In the future we plan to 
section these cases and attack with needles 
directly any masses found in the broad 
ligaments. We also plan to place starva- 
tion ligatures in the blood-vessels supplying 
the uterus. 

We do not say that radium should sup- 
plant surgery in these advanced cases be- 
cause surgery has no place in their treat- 
ment. ‘There is no question that radium 
should supplant all other known methods 
in this type of case: there is nothing else 
which gives such brilliant results. 

The important question in the treatment 
of cancer of the cervix is whether radium 
should supplant surgery in the distinctly 
operable group of cases, and if not to what 
extent should it be used as an adjunct to 
surgery. Judging from the brilliant results 
obtained from radium in the ‘inoperable 
group it is fair to presume that even better 
results should be obtained in the operable 
group. This question cannot be settled, 
however, by academic reasoning; experi- 
ence alone can decide it. We know defi- 
nitely the results of surgery over a five- 
year period, but as yet sufficient cases have 
not been studied to definitely know the 
results of radium over the same period in 
similar types of cases. Before the begin- 
ning of the war the German Gynecological 
Congress decided to use radium in operable 
cancers of the cervix and report the results 
at the end of five years. The war unfor- 
tunately interfered with this work, and 
comparatively few statistics are available. 
Those obtainable show radium. slightly 
inferior in results to radical operation. It 
must be remembered, however, in compar- 
ing these results that surgical technique in 
Germany has reached its fullest perfection 
in the treatment of these cases, while 
radium technique eight and even three 
years ago was in its infancy. While we are 
convinced that with perfection of technique 
radium will eventually supplant surgery, 
we believe that at present radium should 
be used as an adjunct to surgery. Our 
present practice is to use radium in the 
growth and follow its application with 
complete radical hysterectomy. 
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In cancer of the body of the uterus the 
question is an entirely different one. In 
view of splendid results from hysterectomy 
we believe it unwise to consider anything 
but surgery until an absolutely better 
method has been demonstrated. We have 
recently had a case which throws some 
light on this subject. Mrs. W. was referred 
to me on account of metrorrhagia and pro- 
nounced anemia. The only thing found in 
the pelvis was an enlarged boggy uterus. 
While we considered this a case of non- 
neoplastic hemotrhage, we advised a diag- 
nostic curettement and the application of 
radium. The uterus was curetted and a 
50-mg. capsule of radium was inserted into 
the uterine cavity and allowed to remain 
for twenty-four hours. The scrapings 
from the fundus of the uterus were macro- 
scopically malignant, and microscopic study 
showed the condition to be adenocarcinoma. 
Immediate hysterectomy was advised, but 
had to be postponed on account of a per- 
sistent low hemoglobin content. Operation 
was finally done a week ago, two months 
following the application of radium. The 
patient is making a good recovery, but 
could safely have been spared the dangers 
of operation as no trace of cancer can be 
found in the specimen. In cancer of the 
vagina and vulva we feel that radium and 
x-ray therapy should entirely supplant sur- 
gery in the treatment of these conditions. 

There is no mystery about the effects of 
radium on cancer and there should be no 
misconception about the results to be ob- 
tained. Cancer in the beginning is a local 
disease, and any remedy, be it surgery, 
heat, caustics, cold, x-rays, or radium, 
which will effectually remove or destroy 
the entire disease will cure it. Radium will 
destroy cancer cells without injuring nor- 
mal cells if it is used properly. Neither 
radium nor any other agent will cure 
cancer when the disease is no longer a local 
one, and when the disease has spread 
beyond their field of influence. On account 
of the possibility of its application in cer- 
tain cases, where other methods cannot be 
as advantageously used, it is the preferable 
method. Radium in a true sense is not 
a competitor of surgery; it is simply a most 
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valuable addition to our armamentarium in 
the treatment of cancer. 

Fibroids——It can be stated positively 
that both x-rays and radium will cure 
fibroid tumors of the uterus. By cure is 
meant not only the relief of symptoms but 
the entire disappearance of the tumor. It 
has been stated that the risk from the use 
of radium and +-rays is nil, and conse- 
quently these agents should entirely sup- 
plant surgery in the treatment of these 
tumors. This statement is not entirely 
true. Surgery undoubtedly carries a small 
but nevertheless definite operative risk. 
Radium on the other hand is associated 
with no risk provided it is used in properly 
selected cases. If the cases are not prop- 
erly selected its use may be followed by a 
higher mortality than surgery in the same 
cases. The question of risk is not the only 
consideration in the selection of cases for 
its use. Radium is likely to destroy im- 
portant functions, menstruation and child- 
bearing, which surgery can conserve in cer- 
tain cases. Again, there is a certain group 
of cases in which both x-ray and radium 
are likely to fail in effecting a cure. 

In a general way radium should not be 
used in: 

(a) Tumors infected or with infected 
adnexa. 

(b) Necrotic tumors. 

(c) Tumors associated with malignant 
disease of the body of the uterus or diag- 
nosed malignant changes of the tumor itself 
(providing the condition is still operable). 

(d) In young women where it is possi- 
ble by surgery to conserve important func- 
tions. 

(e) In stony, hard tumors, indicating 
calcareous degeneration. 

(f) In very large tumors or those caus- 
ing distressing or dangerous pressure symp- 
toms. 

Radium finds its greatest field in the small 
or moderately large tumors, not associated 
with serious changes, occurring in women 
past forty years of age. It is also invalu- 


able in those cases in which severe and pro- 
longed bleeding or other causes have made 
the patient a poor surgical risk. 

‘The danger ‘of unrecognized malignancy 
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associated with fibroid or its appearance 
after treatment has been urged as a con- 
traindication to the use of radium. This 
objection is based on the appearance of 
cancer in the stump of the cervix after 
hysterectomy and is not a valid one. The 
occurrence of cancer in the cervical stump 
is a very infrequent one, the incidence be- 
ing less than one per cent. If the usual 
supravaginal. hysterectomy is done the 
danger of occurrence is not lessened. If a 
complete hysterectomy is done in every 
case, more patients will die from the oper- 
ation than would be lost from cancer of the 
cervix had the cervix not been removed. 

My feeling is that when surgery is used 
in the treatment of fibroids instead of 
radium a definite indication for its selec- 
tion must be present. I also feel that un- 
less a radiologist is skilled in pelvic diag. 
nosis he should not treat these cases except 
in conjunction with a gynecologist. 

Uterine Hemorrhage-—We can state that 
radium is a sure and prompt hemostatic 
for all uterine bleeding not due to cancer, 
fibromata, other neoplasms, retained se- 
cundi, or periuterine inflammations. It is 
especially applicable in those cases of non- 
neoplastic bleeding which occur during or 
near the menopause. In this type of case 
it is to be preferred to any other gyne- 
cologic procedure. In the myopathic and 
endocrine bleeding in younger women it 
should be used only after other measures 
have failed to effect a cure. It may be 
possible in a certain number of cases to 
so regulate the dose that menstruation is 
only temporarily interfered with. In many 
cases even a very small dose may result in 
permanent amenorrhea and sterility. 

Leucorrhea——Radium in small dosage 
has been used successfully in the treatment 
of cervical leucorrhea. In using radium 
in this condition the age of the patient 
must be considered for the reasons set 
forth in the previous heading. 

Radium is the greatest addition to gyne- 
cic therapy in a generation. Used when 
indicated in the proper manner it is a won- 
derful servant; when enthusiasm for its 
use warps judgment it is a bad master. 


113 SoutH 20TH STREET. 

















The Treatment of Tuberculosis 


BY M. B. HALLDORSON, M.D. 


Winnipeg, Canada. 


Whenever the treatment of tuberculosis 
is discussed, whether in private, in print, 
or from the lecture platform, the statement 
that no drugs or medicinal substance are 
of any value whatever is sure to be wedged 
in somewhere. 

This has been repeated so often that no 
one questions it, and it is tised by the 
medical profession and laity alike, accepted 
and uttered as an irrevocable fact capable 
of proof at any time, under all circum- 
stances, like the fact that two and two are 
four and three and five are eight. Should 
it be even hinted that something more could 
be done for tuberculosis than present treat- 
ment calls for, innumerable authors are 
quoted to the contrary, and one is thrust 
into the back-number row right there and 
then. 

Especially is it unpardonable for a phy- 
sician to have such ideas; he is “un- 
scientific” and an outsider to begin with, 
and should he persist he runs a good chance 
of being classed as a fake. Still even a 
moment’s thought should convince any 
trained mind that the sweeping statement 
quoted above is not only unproven but is 
incapable of proof and unscientific on the 


very face of it, since it assumes that 


pharmacology is a complete science—that 
is, that it has a full and complete knowledge 
of all material substances, all possible com- 
binations of the elements. When we con- 
sider the enormous amount of work done 
by real scientists, like Dr. Paul Ehrlich, on 
the salts of only one of the elements— 
arsenic—it becomes so plain as to be self- 
evident that pharmacology instead of being 
a well-plowed field is after all only a jungle 
patch scratched in a haphazard fashion 
with a crooked stick, and that it behooves 
us as scientific men to modify our state- 
ments and be more moderate in our asser- 
tions. 

It is, however, natural that medical men 
be reluctant to change their views in this 
matter. Text-book misstatements are ever 
difficult to unlearn, especially when the 
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assertion to the contrary comes from an 
humble source. It took your essayist years 
and years of the most conclusive evidence, 
coming to him directly, as part of his pro- 
fessional experience, to become convinced 
that tuberculosis could really be treated 
very much the same as any other disease, 
and that good and satisfactory results could 
be obtained without sending the patient 
away from his home. Not only did he 
become convinced of this, but of the fact 
that any physician who enjoys the full con- 
fidence of his clientele so that he is con- 
sulted early, before the cases become 
chronic and neglected, can almost without 
an exception, simply, silently, and without 
any fuss or fury eliminate destructive lung 
tuberculosis from among his patients. 

Before we go any further, let us for a 
moment consider a phase of the tuber- 
culosis question which is seldom men- 
tioned: this is the chemistry of the disease. 
The chemistry of tuberculosis is par- 
ticularly a blank page; it is simply not 
mentioned but utterly ignored, as for that 
matter is the pathological chemistry of 
most other diseases. For this reason we 
are all about equally well informed on that- 
subject. 

There are, however, a few facts relative 
to it so oustanding that one only needs to 
call them to mind to realize that they are 
self-evident and need no proof. 

One of these facts is the relation tuber- 
culosis bears to cancer. One would think 
that two chronic diseases running side by 
side in the same community, even in the 
same family, would now and then be found 
together in the same patient. To the best of 
your essayist’s knowledge this has never 
occurred. A victim of cancer will occa- 
sionally show signs of healed tuberculosis, 
but both diseases never seem to be active 
in the same patient at the same time. 
There can be but one reason for this: can- 
cer and tuberculosis are chemical opposites, 
which means that the toxin of one neutral- 
izes the toxin of the other, or at least 
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renders the sufferer immune to the other 
disease. 

Another fact is that hyperchlorhydria, 
which is continually a forerunner of cancer, 
is never found in connection with tuber- 
culosis. Tuberculous patients often suffer 
from gastric acidity, but it is the acidity of 
indigestion brought on by lack of hydro- 
chloric acid in the stomach. The third fact 
is that wherever the diet is rich in acids, 
notably lactic acid from sour-milk products, 
lung tuberculosis, especially among young 
people, becomes wonderfully rare; this 
your essayist knows to be so because he 
was brought up under those conditions 
where the diet was unusually rich in lactic 
acid, where the people were at that time to 
a great extent immune to lung tuberculosis 
(other forms of the disease were frequently 
seen), but where consumption has become 
a fearful scourge of late years since the 
national diet was changed. 

These facts, few, isolated and unim- 
portant as they may seem, point in the 
same direction: the first to the fact that 
cancer and tuberculosis both have distinct 
pathological chemistry and that of opposite 
nature; the other two go to show that the 
toxin of tuberculosis is alkaline and is 
neutralized by acids and by substances that 
act like an acid in reducing alkalies to 
natural salts. 

Assuming this to be as stated it would 
seem that the mineral acids ought to be the 
logical remedy, but actual practice will 
prove that two of the acid-forming ele- 
ments, iodine and chlorine, are superior to 
even their own acids. 

Iodine has been used in the treatment of 
tuberculosis for a long time, and there is 
no denying its excellent results, especially 
for gland trouble in children, where it is 
usually given in combination with iron. It 
has a greater combining power than chlorine 
and seems of more importance in the mat- 
ter of internal secretions; thus the time of 
year from July first to December thirty- 
first, when the most iodine is found in the 
thyroid gland, is the time tuberculous pa- 
tients usually put on most weight and 
otherwise improve. But far superior to it 
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is its sister element chlorine; it is more 
active, reducing every alkaline substance 
with which it comes in contact to chlorides, 
non-toxic, and easily eliminated by the 
kidneys. It will not only act on the toxins 
in the blood, but often when given in large 
doses will combine with the pus in the 
bronchial tubes, giving a distinctly salty 
taste to the sputum. This shows its strong 
affinity for alkalies like pus (pus is strongly 
alkaline), for there is no evidence that 
chlorine is ever excreted through a healthy 
lung; finally, it in all probability acts on 
the fatty covering of the bacillus itself, like 
the acids in chaulmoogra oil are said to 
act on the bacillus of leprosy. All acids 
probably act more or less in the same way 
provided they enter the circulation as such, 
but here again chlorine on account of its 
great activity proves most effective. 

One of the time-worn stock arguments 
against the use of drugs in tuberculosis is 
the one that no substance can destroy the ba- 
cillus without destroying the host. One will 
see how shallow that argument is when one 
considers what has lately been brought out 
in regard to the treatment of leprosy. The 
very fact that a bacillus is acid-fast should 
suggest a remedy, for being acid-fast means 
in the last analysis that acids “fix” the col- 
oring matter in the bacillus in the same way 
that the acid fixer acts in photography. In 
the case of a bacillus this means coagulating 
its fatty covering, converting it from an 
armor to an incasement, thus rendering 
the bacillus helpless and an easy prey to 
the leucocytes of the blood. But however 
all this may be, I state in full conviction 
and without any hesitation or reservation, 
as a physician to physicians, that by the 
proper study and use of chlorine one can in 
the vast majority of instances stand be- 
tween the patient and destructive tuber- 
culosis, especially that of the lungs, and 
that it is not only possible but perfectly 
feasible to take any group of people in 
ordinary health, like the force of an indus- 
trial plant or the students of an educational 
institution, let alone a selected group like 
the units of the U. S. army and navy, and 
by a system of examination, inspection and, 














when necessary, treatment, keep it in nor- 
mal health as far as tuberculosis is con- 
cerned, and that by the codperation of its 
physicians and health officers the death-rate 
from tuberculosis, of any city or state, 
may be cut in half in two years at the 
outside. 

The way to do all this is very simple: 
always keep in mind that all humanity is 
infected by tuberculosis and that 50 per 
cent or over probably carry throughout 
their whole life the living germ; that over- 
work, want, mental worry, unhealthy sur- 
roundings, and all diseases, especially those 
of the throat and lungs, as well as preg- 
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there is a sign of new life. Watch your 
pregnant women not only for the usual 
troubles but their afternoon temperature 
and other signs of possible lung disease, and 
if these appear, act quickly before it is too 
late. If the patient has had any previous 
trouble, watch her that much more closely, 
and best of all give her the benefit of the 
doubt and treat her on general principles ; 
the result will be better health and increased 
safety of your patient, and when the time 
comes a better and more vigorous baby. 
Any woman who goes through her preg- 
nancy and delivers a healthy infant ought 
to be safe during lactation if she is closely 























Case 1. 


nancy and lactation, may at any time stir 
up these apparently dormant bacilli to 
activity. Learn to diagnose from symp- 
toms, elevations of temperature, rapid 
pulse, loss of strength, weight, or appetite, 
the syndrome usually called simply “run 
down” or anemia. Don’t forget that tuber- 
culosis may imitate almost any disease, and 
such remote symptoms as lumbago or con- 
stipation may be the first sign of oncoming 
lung trouble. Do not wait for physical 
signs, for physical signs mean actual in- 
volvement of the lung parenchyma, which 
can never be restored to functional activity, 
and at the best will take'a long time to heal. 

Begin at the beginning just as soon as 





watched. It is the woman that aborts or 
gives birth to a weakling or still-born baby 
that one may expect to have trouble with. 
Yet even those can be saved provided they 
are properly handled. Watch the children 
in the same way. I claim that chlorine may 
be given for any medical disease of the 
respiratory organs at any age with benefit. 
It has been given to babies only a few 
weeks old in cases of bronchitis or pneu- 
monia. 

The ideal cure for consumption is the 
prevention thereof—not so much of the 
initial infection, which is probably neither 
possible nor entirely desirable, since it car- 
ries with it a certain amount of immunity, 
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but by sustaining this immunity whenever 
it is necessary, by tiding the patient over 
the dangerous periods which occur in so 
many young lives, by treating every case 
of protracted cold or bronchitis as a possi- 
ble beginning of lung tuberculosis. 

The form of chlorine which may be used 
as well as dosage and method of preparing 
has been covered elsewhere,! and reprints 
may be had by any one who desires, but the 
following cases with accompanying +-ray 
pictures may be of interest: 

Case 1.—H. M., male, American, farmer, 
living in Saskatchewan. Consulted the 
writer on April 29, 1918, complaining of 
cough with frequent but small hemorrhages 
of the lungs, with loss of weight and appe- 
tite. Patient had always been healthy 
excepting for hernia which had come on in 
1915, for which he was operated on the 
same year. 

A month before coming in he had con- 
tracted a cold, which two weeks later 
brought on a cough with profuse sputum, 
often bloody and complicated by frequent 
hemorrhages. Temperature 99.3°; pulse 
110 ; respiration 22 ; weight 142 pounds; best 
weight 158 pounds. Physical signs and 
x-ray showed involvement of the left lung, 
poorly nourished, with atrophy and spasm 
of suprascapular muscles. Skin loose, 
showing waste of subcutaneous fat. The 
patient’s wife was dying from cancer, so 
there was no chance for him to leave his 
home. He promised, however, to get a man 
to do the outside work for him. The patient 
was told the ordinary rules for a consump- 
tive to follow and given the following: 

R Strychninz sulphatis, gr. j; 


Solutio chlorini, 
*Palatol, 4a f3viij. 


Sig.: f3ss A. C. and H. S. 

This patient made the following subse- 
quent calls: June 5, 1918, temperature 99.2°, 
pulse 104, weight 152 pounds (a gain of 10 
pounds in five weeks) ; July 17, 1918, tem- 
perature 99°, pulse 96, weight 156% 
pounds; July 22, 1918, temperature 98.4°, 
pulse 96, weight 15814 pounds; April 12, 





1THe THerareutic Gazette, March 15, 1921. 
*Extract, olei morrhuz, Parke, Davis & Co. 
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1919, temperature 98°, pulse 104, weight 
159 pounds ; Oct. 28, 1919, temperature 99°, 
pulse 104, weight 164 pounds. This last 
time he had been threshing and had spent 
several days shoveling grain in his granary. 
This had stirred up again his lung trouble, 
but it soon subsided, for he has been in good 
health since, excepting for a small hemor- 
rhage in April, 1920. He then consulted a 
local physician, who sent him to a sana- 
torium, where he spent a few weeks. When 
last seen in October, 1920, he weighed 196 
pounds and was in perfect health. The 
first plate was taken June 5, 1918, and the 
last October 28, 1919. 

Case 2.—Miss F. S., twenty-three, Ameri- 
can, living in North Dakota, contracted 








Case 2.—The cloud showing on the picture is not 
pneumonia or thickened pleura, but a well healed scar in 
the left upper lobe where the destructive process was 
when the patient was first seen by the writer. 
influenza in January, 1919, followed by lung 
trouble involving the left upper lobe. She 
went from bad to worse until a month later, 
when I happened to pass through the neigh- 
borhood where she lives and was called to 
see her. She was given the following: 

R Solutio chlorini, 

Palatol, 4a f3iv. 

Sig.: f£3ss A. C. and H. S. 

She was also given a cough mixture. The 
head of her bed was placed near the corner 
of a window and directions given as to food 
and fresh air. 
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I did not see her again until the third of 
June, when she came to me to be examined, 
and the plate from which the accompanying 
cut was made was taken then. She weighed 
138 pounds, was in excellent health, and has 
had no sickness since. 

Case 3.—Mrs. I. G., twenty-four, Cana- 
dian, was a sickly child, but improved in 
health with maturity, and from that time on 
was in good health until October 26, 1918, 
when she gave birth to her first child. A 
week later she had an attack of influenza 
with pneumonia, followed by lung tuber- 
culosis involving seemingly the entire right 
lung and the upper lobe of the left. 








. ARTICLES 


617 


time was out of bed. She then went out on 
a farm to her parents and stayed there all 
summer, coming back to the city in the fall, 
then in perfect health. Although she gave 
birth to a child last year and to another one 
the 4th of this month, she has not had a sick 
day since. The first plate was taken with 
the portable coil about the time she first got 
out of bed; the second six months later (she 
had no treatment during those six months). 

Although she never could take large doses 
of chlorine, it was an obvious necessity to 
her during her illness. At one time it was 
beginning to irritate her stomach, so I 
ordered it stopped, with the result that in a 


2: 








Case 8. 


When first seen by the writer in January, 
1919, she had the symptoms and physical 
signs of the last stages of consumption— 
emaciated, coughing, and with her tempera- 
ture running up to 102.3° every afternoon. 

She was put on solutio chlorini and 
palatol equal parts f3ss q.i.d., the head of her 
bed put near a window, and she was given 
all the milk, eggs and other light food she 
could take. A month or so later I bought a 
portable +-ray coil and gave her an exposure 
three times a week. Outside of improve- 
ment in appetite and appearance there were 
seemingly no signs of recovery until about 
the 15th of May, when the patient took a 
decided change for the better and in a short 


few days she began to change in appearance, 
becoming more sickly and septic, with higher 
temperature and increased cough. All this 
changed for the better as soon as she was 
put back on the chlorine. 

Case 4.—T. B., male, thirty-two, Cana- 
dian, farmer living in Saskatchewan, 
consulted the writer March 22, 1918, com- 
plaining of pain in the left side of the chest 
anteriorly, and persistent cough of ten years’ 
standing, usually worse in winter but never 
entirely absent. Cough often dry and harsh, 
accompanied by scanty greenish expectora- 
tion. The patient had always been able to 
attend to his work in spite of this, but of 
late had been losing. strength and weight 
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with frequent headaches. Physical signs: 
Dulness and coarse rales over left upper 
lobe and apex of lower left lobe. Temper- 
ature 100° ; pulse 80; respiration 22; weight 
142 pounds. He was put on solutio chlo- 











Case 4. 


rini and palatol f5ss A. C. and H. S. and 
given sedative cough mixture. 

He came back three months later very 
much improved. Temperature 99°; pulse 
96; weight 144 pounds; rales disappearing. 
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The following October he coughed up a 
hard concretion the size of a small wheat 
kernel. From that time he made a rapid 
recovery, and has remained in perfect 
health since. 

Case 5.—G. B., male, nineteen, born in 
Iceland, clerk, residing in Winnipeg. This 
patient was first taken ill the winter of 1912, 
when he spent seven months at a sana- 
torium. Was in good health from that time 
on till the fall of 1916, when he had a 
hemorrhage of the lungs and spent a month 
in bed. Then again in August, 1917, he had 
another hemorrhage, and this time was on 
his back for seven weeks, unable to turn on 
either side without starting another 
Finally late in the following 
November he was able to leave his bed and 
go about. 


hemoptysis. 


He was then free from hemor- 
rhage until in 1919, when he had two small 
hemorrhages, but otherwise to date he has 
been in good health. Physical signs when 
seen in August, 1917, showed involvement 
of the right upper lobe as well as the left 
apex. His first plate was taken December, 
1917; the second, July, 1920. His treat- 
ment ever since seen by the writer in 
August, 1917, has been solutio chlorini and 
palatol, equal parts, tablespoonful three or 
four times a day. 
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Case 6.—H. K., male, aged twenty-four, 
Canadian, consulted the writer on the 10th 
day of last March, suffering from cough 
and pain in the left side. This boy had a 
brother in the third stage of lung tuber- 
culosis, but otherwise gave no family his- 
tory of that disease. He had been ailing 
off and on the last four years with very 
indefinite symptoms, and had consulted a 
number of physicians, but no one seemed 
to make much of his case or to give him 
any permanent relief. On examination he 
was found to be suffering from dry peri- 
carditis and pleurisy in the region of the 
heart. His temperature was 100°, pulse 





Case 6. 


80, respiration 
blood-pressure 


22, weight 129 pounds, 
systolic 80, diastolic nil. 
He looked weak and miserable. From his 
family history as well as the history of past 
troubles, lung involvement was suspected 
and an wz-ray picture taken, showing 
marked involvement of the left 
apex. He was put to bed for a week, 
iodine tincture applied to the left side, and 
given the following: 


chronic 


R Solutio chlorini, 
Palatol, 4a f3iv. 


Sig.: f£5ss A. C. and H. S. 
He also received adrenalin chloride 1:1000 
min. x, t. i. d. 


This patient made a rapid and uneventful 
recovery. In one week he had normal 
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temperature, in two weeks had gained two 
and one-half pounds, and in a month six 
pounds. He went back to work as railroad 
engineer about the middle of May, and has 
been in excellent health ever since. 

His brother also, in spite of extensive 
lung involvement, is in good health and 
working. 

Case 7.—July 23, 1921. 
aged twenty-seven, 
home on the farm. 


Miss M. J., 
Swedish. Stays at 
Complained of sore- 
ness in the right chest, beginning last April. 
No family history. This patient had al- 
ways been in good health until April, 1921, 
when she began to feel lame and sore over 
the subclavicular region on the right side 
and to lose weight and feel weak and miser- 
able, with shortness of breath, varying 
appetite, constipation, and more or less 
loss of sleep; temperature 99.2°, pulse 100, 
respiration 22; blood-pressure 70-120; 
hemoglobin 75 per cent. Examination of 
lungs showed atrophy and spasm of the 
shoulder-girdle muscles on both sides, with 
slight dulness over both apices and with 
feeble breath sound and whispering bron- 
chophony anteriorly to the third rib on right 
side, and posteriorly as far as the lower 
angle of the scapula on the right side and 
the middle of scapula on left side. 

This girl was told to save herself from 
exertion as much as possible, sleep with 
head close up to an open window, and given 
the following: 


RK Solutio chlorini, 
Palatol, aa f3iv. 


Sig.: #§5s A.C: andi. 'S. 


She also received Blaud’s pill and strychnine 
and arsenic. 

She came back in two weeks feeling bet- 
ter, but had lost a pound in weight. Since 
then she has gained six and one-half 
pounds, has had normal temperature since 
the middle of September, and in spite of 
the fact that she still feels the soreness in 
her right subclavicular region off and on, 
is in no danger whatever. She will prob- 
ably need a little attention now and then 
the coming year, but by next fall if not 
sooner her immunity will be so well estab- 
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lished that it will hold good at least until 
she marries and has children, but all she 
will ever need should her immunity begin 
to break down is more of the same remedy 
—chlorine. 

I wish to call particular attention to this 
last case because it is one of the thousands 
upon thousands which each and every day 
pass through this stage to be recruited into 
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the vast army of consumptives and, unless 
halted, to begin the weary, tedious march 
to the grave. 

If every physician would be willing to 
learn and do his part the results would be 
that tuberculosis, instead of being a dreaded 
scourge, although still a community disease, 
would be reduced to a comparatively mild 
and easily controlled infection. 


Treatment of Gonorrheal Urethritis in the Male’ 


BY A. HAINES LIPPINCOTT, M.D. 
Urologist, Cooper Hospital, Camden, N. J. 


The proper treatment of acute gonorrheal 
urethritis has always seemed to me to be 
of the utmost importance from many stand- 
points; for it is not, as a general thing, 
those who are in the acute stage who dis- 
seminate the disease. Women to them 
from a sexual standpoint are quite unat- 
tractive. It is the old chronic cases that 
are a menace; and it is my thought that if 
we can so care for our acute cases that 
they never reach the chronic stage we have 
done a great thing for the general public 
welfare. 

It is useless for me to quote statistics: 
the sterility in both the male and female: 
blindness in infants; the gynecological con- 
ditions that are the result of this disease, 
is an old story. It is well for us to think 
of these well-known facts in the history of 
the ravages of gonorrhea, when treating 
this disease, as it will stimulate us to bend 
all our efforts to an early and complete 
cure. 

While working in public clinics as we 
all are, we must not permit the greater 
attraction of urological surgery to divert 
us from the venereal cases that come for 
treatment. From an economical standpoint 
and for the protection of society it is a 
question whether it is not of more import- 
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ance to cure an acute gonorrhea in the 
virile youth than to remove the prostate 
from an old man who is already tottering 
toward the grave. 

In doing venereal work we must not be 
satisfied to just prescribe for our patients 
and let it go at that. We must show an 
interest in each and every case: we must 
persuade the patient of the importance of 
the part he must play in the management ot 
his infection, and how necessary it is for 
such cooperation to bring about an early 
and complete cure. We as physicians owe 
something to the public at large. It is our 
responsibility to do all we can to check the 
spread of the disease. It is a part of our 
work as physicians to take the time and 
trouble to instruct our patients as to the 
methods of confining the infection to their 
own bodies, and the necessity of continuous 
medical care until a cure has been brought 
about. 

The treatment of gonorrheal urethritis 
is far from satisfactory, as the patient 
seldom presents himself for treatment be- 
fore the discharge is well established; thus 
forfeiting the benefits that might be de- 
rived from early attention. 

We must keep in mind that we are deal- 
ing with an infection in a canal that is 
lined with a delicate membrane containing 
the opening of numerous tubules that lead 
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to minute glands; that the organism has 
been implanted into a tube that contains 
heat and moisture; that when the organ 
is at rest this tube is arranged in folds, 
thus locking up the organism in a natural 
culture medium that is well suited to its 
growth; that the organism rapidly burrows 
under the epithelial layer, dips into glands 
located in the urethral wall, and if not 
checked travels to the posterior urethra, 
involving the prostate, seminal vesicles, and 
epididymis. The gonococcus tends to mul- 
tiply rapidly, and is usually accompanied 
by other organisms, causing considerable 
swelling, edema, and a mucopurulent dis- 
charge. 

In the army and navy during the war 
under military discipline prophylaxis prop- 
erly administered a very short time follow- 
ing exposure seemed to work out pretty 
well. But if improperly applied, as it 
usually is in civil life, in my opinion at 
least, it has little to recommend it. The 
handy packages that are offered for sale 
are usually made up of drugs that become 
inert with age; they are usually used with- 
out preliminary washing of the parts, and 
too long after contact to be very effective. 
However, we can say this in their favor: 
they can do no harm and may prevent an 
infection from developing, though they are 
very apt to give the user a sense of false 
security. 

T have wondered at the lack of memory 
of the American soldier and sailor. Cer- 
tainly the venereal story was well taught 
him, by lectures, pictures, punishment, and 
experience, and yet with demobilization his 
fear of infection seemed to have disap- 
peared. I have been consulted so infre- 
quently for the purpose of giving early 
treatment that I have thought the teach- 
ings of the army and navy surgeons in this 
line had made little impression. Unfor- 
tunately these exposures take place mostly 
in the night, and perhaps the young man 
hesitates to call the physician out of his 
bed to give a prophylactic treatment; he 
possibly anticipates the reception he would 
be likely to receive. 

The principles of treatment are rest, 
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drainage, and soothing germicidal remedies. 
We are dealing with an inflamed delicate 
membrane, therefore anything in the way 
of food, drink, or remedies that might 
further irritate the parts should be avoided. 
Complete rest is almost impossible in the 
treatment of these cases; but all unneces- 
sary exercise should be avoided; regular 
habits and plenty of sleep must be insisted 
upon. Dancing, bicycling, autoing, and 
sexual excitement should be prohibited. 
Alcohol is absolutely contraindicated. The 
diet must be simple and bland, remember- 
ing heavy manual labor calls for a more 
liberal diet. 

This canal that is loaded with bacteria 
and dripping with pus needs frequent 
cleansing ; there is no better advice than to 
instruct the patient to drink large quantities 
of water, our best diuretic. Drink water 
until the urine loses its normal amber color. 
The frequent urination keeps the urethra 
flushed. 

The bowels should be moved daily by 
the use of salines if necessary. A sus- 
pensory bandage should be worn during the 
full course of the disease; frequent hot 
sitz baths are a valuable adjunct to the 
treatment. 

If the case is seen early in the disease, 
the patient will complain of burning and 
painful urination; the meatus will be swol- 
len and edematous. It is best at this stage 
with the use of citrate of potash or 
bicarbonate of sodium to make the urine 
alkaline; order a very light diet, large 
quantities of water and hot sitz baths as 
above mentioned. 

As the acute stage subsides he is put on 
oil of sandalwood. Many remedies are 
recommended in the internal medication, 
but it is my belief that oil of sandalwood 
stands alone as the one drug that is of 
much benefit. Possibly as a urinary anti- 
septic it is very feeble, but it has a sooth- 
ing and healing effect upon the inflamed 
mucous membrane that no other drug can 
claim. Oil of sandalwood in capsules is 
convenient to carry and easy to take, but 
I am partial to an emulsion containing 
citrate of potash, especially in the early 
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period of the disease. If the capsules are 
prescribed citrate of potash or bicarbonate 
of soda should also be given. 

There are many advocates for and 
against irrigation of the urethra in the 
local treatment of gonorrheal urethritis. It 
would seem as if this ought to be an ideal 
method of treatment. It is apt to catch 
the fancy of the young medico—it did mine 
early in my career; the method looks im- 
posing, and tends to impress the patient. 
In my hands the complications following 
its use were so frequent and so difficult to 
explain to the patient that I have long ago 
discarded its use. 

When the urethra is ready for local 
treatment—that is, after the acute symp- 
toms have subsided—and with no posterior 
involvement, I begin to use instillations 
into the urethra as frequently as I can have 
the patient call. I seldom order a hand 
injection, because complications such as 
littritis and posterior urethritis frequently 
follow its use. If a hand injection is pre- 
scribed, the patient should be cautioned 
against its continuance at the first sign of 
posterior involvement. The type of syringe 
used is important; it should be of glass, 
with a smooth, blunt tip, with bulb rather 
than piston pressure. It is said that about 
80 per cent of the cases extend to the deep 
urethra; I do not believe this would be so 
if the instillations are used and the hand 
injection withheld. 

The ideal remedy for local use is one 
that will destroy the organism without do- 
ing damage to the delicate lining of the 
urethra, and one that will penetrate to the 
deeper subepithelial tissue. Many remedies 
have been recommended as having these 
qualities, but so far as I know such a rem- 
edy has yet to be discovered. I do believe 
though that in acriflavine we have a remedy 
that comes nearer to possessing these prop- 
erties than any I have so far used. The 
results from the use of this preparation in 
my experience have been so much more sat- 
isfactory than any of the others, that I find 
myself using it almost to the exclusion of 
any other preparation, with the exception 
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of nitrate of silver in the late stages of 
the disease, when an astringent is indicated. 
And so both at the dispensary and in my 
private practice I find myself depending 
more and more upon instillations of acri- 
flavine. 

My patients early in the infection are 
given instillations of solution of acriflavine 
1:1000 to be retained for at least five min- 
utes, and urged to make frequent calls 
for the instillations. It is my belief with 
the use of this remedy the discharge is rap- 
idly cleared up and the gonococci soon 
disappear. 

It is useless for me to state that we are 
frequently confronted with patients in 
whose urethras the gonococci seem to revel, 
and in spite of our best efforts the case, 
like Tennyson’s brook, “runs on forever.” 

I am satisfied that with the treatment 
thus outlined my patients suffer fewer 
complications; that the disease is confined 
to the anterior urethra in a greater pro- 
portion of cases; that chronic urethritis is 
less frequent; and my results are generally 
more satisfactory than they have been in 
the past. 

One of the most difficult problems which 
is encountered in the management of a case 
of gonorrhea is to determine when the case 
is cured. The absence of clinical signs does 
not always mean that a cure has taken place. 
We must satisfy ourselves there is no more 
urethral discharge, that the prostate, vesi- 
cles and urethral glands are free from pus, 
and that there is little if any urethral infil- 
tration. A period of observation of clear 
urine extending over several visits is neces- 
sary before the case can be declared cured. 

During this period of observation cer- 
tain tests should be used in an effort to 
stimulate a recurrence of the disease: the 
passage of full-sized sounds; massage of 
the prostate and vesicles, with microscop- 
ical examination of these secretions and a 
provocative vaccine. If in spite of these 
measures the urine continues clear, and the 
prostate and vesicles are free of pus, I 
think we can be fairly certain our case is 
cured. 











Notes on Modern Therapeutics and Pharmacology 


BY CHARLES GREENE CUMSTON, M.D. 


Lecturer at the University of Geneva, Switzerland. 


I. The Therapeutic Action and Use of 
Yohimbine—The first therapeutical essays 
in the treatment of impotence in the male 
with this alkaloid were undertaken by 
Mendel as far back as 1900. He obtained 
very gratifying results in sexual impotence 
in neurasthenics, and no ill effects were 
noted. 

Berger employed this alkaloid success- 
fully, but in order to attain the desired 
results, three daily doses of 10 or even 15 
milligrammes were required, while Eulen- 
burg obtained equally encouraging results 
with two daily doses of 5 milligrammes 
each. It should be remarked, however, that 
several weeks’ treatment is necessary before 
the therapeutic effect becomes manifest. 

Given such conclusive results it became 
clear that yohimbine should be tried in cases 
of impotence resulting from intoxications. 
By the exhibition of the alkaloid, Hirsch- 
feld restored the genesic functions in 
diabetics, Euleur-Boll in impotence due to 
lead poisoning, and Silberstein in alcoholic 
subjects. 

The alkaloid has not been exhibited in 
impotence due to locomotor ataxia to any 
great extent, but several encouraging results 
have been reported by Euleur-Boll. 

On account of its stimulating and con- 
gestive action on the internal organs of 
generation in the female, yohimbine can 
very properly be essayed in the treatment 
of certain amenorrheas dependent upon 
defective development of the genital organs 
in general, and the uterus in particular. 
Besides the special elective action of this 
drug on the lumbar nervous centers, yohim- 
bine likewise possesses tonic properties 
similar to those obtaining in strychnine and 
brucine. 

The best preparation is yohimbine hydro- 
chloride in the form of granules, each 
granule containing 2 milligrammes of the 
alkaloid, and of these an average daily dose 
is from five to eight, otherwise from ten to 
fifteen milligrammes in twenty-four hours. 
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If these doses do not yield any evident 
result after several weeks’ treatment, from 
ten to fifteen granules may be given in 
twenty-four hours, but it must not be 
forgotten that certain subjects especially 
sensitive to the action of this drug may 
present certain secondary phenomena when 
large doses are exhibited, and although 
they are devoid of danger it is better to 
avoid their occurrence. These phenomena 
consist of a sensation of heat and tension 
in the testicles, prickling in the eyes, 
salivation, sometimes vertigo with cardiac 
palpitations, insomnia, and restlessness. 

II. Profuse Sweating and Its Treatment 
with Agaricin—Many factors may produce 
profuse sweating other than tuberculosis, 
and without taking essential hyperhydrosis 
into consideration there are numerous con- 
ditions in which profuse sweating is a 
secondary symptom of some other morbid 
process which nevertheless necessitates 
treatment. 

It has been erroneously maintained by 
some that agaricin is only effective in 
tuberculosis, but it has been shown that this 
drug possesses a most efficient action in the 
profuse sweats of lead poisoning, malaria, 
anemia, bronchiectasis, and during convales- 
cence of typhoid and other infectious pro- 
cesses. What is true is that in the sweats 
of tuberculosis this drug acts where all 
others fail. 

In reality the majority of medicaments 
advised for profuse sweating in tubercu- 
losis are merely palliative and _ their 
antisudoral action soon ceases. Such for 
example are lead acetate, zinc oxide, picro- 
toxin, atropine sulphate, and _ sulfonal, 
whose prolonged exhibition exposes the 
patient to phenomena of intoxication, while 
tannin and quinine tannate soon disorder 
the gastric functions. Hamameline, cam- 
phor and camphoric acid and ergotinine are 
inoffensive and are effective to a certain 
extent, while for very good reasons thallium 
acetate enjoyed only a fleeting vogue. 
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It is hardly necessary to say that in the 
treatment of profuse sweating in tubercu- 
losis, besides exhibiting agaricin, which has 
a specific action on the sudoral secretion, 
hence suppressing the symptom without 
influencing the cause, general physical and 
climatic treatment is essential. 

According to Hoffmeister, agaricin acts 
by paralyzing the peripheral nerves of the 
sudoriparous glands, and by this action 
alone agaricin is comparable to atropine sul- 
phate, but only in this respect, because it 
has no action whatsoever over the salivary 
and lacrimal secretions and has no effect 
upon the pupils. Other than its inhibitory 
action on the sweat there is consequently no 
comparison to be made between agaricin 
and atropine. This action of agaricin, 
limited to the sudoral glands in doses which 
would be without any action on the central 
nervous system or sympathetic, would seem 
to clearly indicate a direct influence on the 
sudoriparous glands. Given the time 
necessary for its action to occur, it would 
seem logical to assume that this action only 
begins when the drug commences to be 
eliminated and continues during its elimina- 
tion. 

Another reason in favor of this interpre- 
tation is that its action becomes rather 
quickly exhausted. After six to eight hours 
the phenomena of accumulation for main- 
taining its effects can no longer be counted 
on. Patients do not become habituated to 
the drug, hence it can be continued 
indefinitely without it becoming necessary 
to increase the dose. 

Agaricin is infinitely less toxic than 
atropine, and since its antihydrotic action is 
limited to the sudoriparous glands it is 
indicated in any case of profuse sweating, 
while atropine should be reserved for those 
cases in which all the secretions are to be 
moderated. 

Agaricin has no influence on the rhythm 
or frequency of the respiration, and in cases 
in which it checks profuse sudoral excre- 
tion neither the pulmonary nor other 
cutaneous functions are involved. 

Proebstin estimates the anhydrotic power 
of agaricin as compared to atropine as 1 
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to 20—that is, twenty milligrammes of 
agaricin give the same result as one milli- 
gramme of atropine. 

The average daily dose of agaricin is 
from two to four centigrammes, but it is 
better to divide it into several small doses 
than to exhibit it in a single massive dose. 
This must be repeated every day, as the 
effect of the drug does not last twenty-four 
hours, and no ill effect will ensue if the drug 
is given in fractional doses. 

III. The Diuretic Action of Potassium 
and Calcium Salts in Generalized Edema 
and Ascites ——I would call attention here to 
the recent work of Blum, Aubel and 
Hansknecht, of Strasburg, who have shown 
conclusively that the salts of potassium 
exert a diuretic action on fluid retentions 
resulting from the most varied morbid pro- 
cesses. After having demonstrated the 
mechanism of this action they offer the 
following conclusions: (1) Potassium when 
introduced into the organism produces an 
increase of the percentage of K and a 
decrease of the percentage of Na in the 
body fluids ; (2) an elimination of Na in the 
urine ensues when the renal circulation is 
assured and renal permeability sufficient; 
(3) dehydration is accompanied by an 
elimination of Na in excess above the 
amount ingested, and inversely, every 
aqueous retention is followed by a reten- 
tion of Na; (4) the phenomena of 
hydration are therefore governed by the 
Na; (5). potassium per se possesses no 
important action over the phenomena of 
hydration, its action being exerted by the 
intermediary of Na; and (6) the action of 
chlorine in the phenomena of hydration is 
subordinated to that of the minerals with 
which it is combined. 

These researches have led to the logical 
conclusion that other metals than K might 
act on Na in the same way and conse- 
quently possess the same indirect diuretic 
action. Since calcium is, in many biological 
phenomena, the antagonist of Na, further 
researches were carried out in this respect 
clinically and the results have been most 
encouraging. 

As gastric intolerance prevents one from 
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increasing the dose of calcium chloride be- 
yond a certain limit, one should cease its 
exhibition after five or six days and begin 
again after the lapse of a week or ten days. 

IV. The Treatment of the Colonic Syn- 
dromes in Childhood—The treatment of 
each form of the colonic syndrome in 
children varies with each, and I shall merely 
give the principal indications. 

Fetid colonic syndrome. First of all diet. 
Animal albuminoids are to be practically 
eliminated from the food and vegetable 
albumins substituted in their place. Thin 
paps of oats, barley or wheat, tapioca or 
semolina soups, or vegetable broth; jellies 
and stewed fruits; sugared drinks. 

Besides the above diet, purées of potato, 
lentils, dried peas, chestnuts and various 
vegetables should be ordered, as well as 
macaroni, curdled milk, etc. 

A little later’ the yolk of an egg may 
be added to the purée, and lean ham, white 
fish, chicken, and mutton permitted. 

To stimulate the digestive secretions and 
hepatic functions the following is useful: 


k Sodium chloride, 
Magnesium chloride, 44 2 grammes; 
Sodium bicarb., 


Sodium sulphate, 44 5 grammes; 
Distilled water, 1000 cc. 


A soupspoonful of this solution should 
be given warm half an hour before the two 
principal meals for ten days for children 
from one to three years; three or four soup- 
spoonfuls for children from three to ten 
years and after this age five to six soup- 
spoonfuls. Or the following may be given: 


R Sodium sulphate, 10 grammes; 
Sodium phosphate, 5 grammes; 
Sodium bicarb., 3 grammes; ° 
Distilled water, 1000 cc. 


This formula, which was used by the late 
Professor Bourget, of Lausanne, is given 
in the same amounts as the first formula, 
and both are to be taken for ten successive 
days with an interruption of ten or twenty 
days. 

The intestine should be disinfected by 
lactic bacteriotherapy, dimol, or insoluble 
antiseptics, such as: 
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kK Magnesium carbonate, 
Calcium carbonate, 
Tricalcic phosphate, 44 10 to 30 centi- 
grammes. 


For one powder. 
S.: One or three powders at each meal accord- 
ing to the age of the patient. 


Enteroclysis is indicated in some in- 
stances with a physiological solution of 
sodium chloride with or without 50 cc 
oxygen water per 1000 cc, or 20 grammes 
of sodium borate or ten grammes of mag- 
nesium peroxide. 

Pepsin, dry extract of pancreas or ox- 
gall is indicated. For intestinal atony moist 
cool compresses are to be applied over the 
abdomen and tincture of nux vomica given 
internally. 

The acute attacks are to be treated by a 
water diet, vegetable broths, vegetarian 
diet, and sodium sulphate combined with 
50 centigrammes or one gramme of sodium 
bicarbonate dissolved in tepid water. 

Treatment of the mucomembranous syn- 
drome. The treatment should be directed 
to the nervous system and abdomen. Quiet 
life in the open is essential, with physical 
exercise. All exaggerated intellectual work 
must be strenuously avoided. 

For the intestinal spasm very hot moist 
compresses, small enemata, and enterocly- 
sis with hot mucilaginous decoctions under 
low pressure. Antispasmodic medication, 
a solution of sodium sulphate and bicarbon- 
ate combined with 10 grammes potassium 
bromide per 1000 cc. 

A mixed diet, avoiding too much milk, 
eggs or meat, curdled milk, vegetables, and 
fruit, should form the basis of alimentation. 

For the constipation olive oil, liquid 
vaselin, linseed, agar-agar, gelose — all 
mucilaginous substances—and even castor 
oil may be prescribed. I would also say 
that among the articles of diet in these 
cases I am prone to order clear turtle soup 
—that is to say, made without the addition 
of spices or wine. This is a nourishing, 
mucilaginous food and readily absorbed. I 
make no claim to originality in prescribing 
turtle soup because I got the idea from the 
physicians of the court of Philippe II of 
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Spain, who prescribed it for one of the 
Infantas who was suffering from what was 
probably a colitis, in the year of our Lord 
1578. 

The treatment for intestinal spasm is 
likewise applicable for the paroxysmal en- 
teralgic attacks, to which is added small 
hot starch enemata with one or two drops 
of laudanum or 10 to 20 centigrammes of 
antipyrin for each year of age. For de- 
pression, if it exists, subcutaneous injec- 
tions of camphorated oil are indicated. 

Treatment of the dysenteriform syn- 
drome. At the onset a water diet should 
be ordered, and afterwards magnesium 
sulphate in decreasing doses, or ipecac. 
From 20 centigrammes to 1 gramme of 
ipecac—according to the child’s age— 
should be infused in 100 to 200 cc boiling 
water for twelve hours; it is then filtered, 
sweetened, and given at the dose of a soup- 
spoonful every two hours until fecaloid 
stools return. Intestinal lavage under low 
pressure with physiological salt solution, 
with or without the addition of some anti- 
septic, moist hot compresses or an ice-bag 
over the abdomen, subcutaneous injections 
of physiological salt solution, or camphor- 
ated oil, if indicated. 

If the dysenteriform symptoms persist, 
lavage with an infusion of ipecac or 
argentic nitrate 20 centigrammes to 1000 cc. 

After all symptoms have subsided, the 
diet is gradually increased with vegetable 
broth, clear turtle soup, then chicken or 
veal broths. Finally foods containing milk, 
and little by little an ordinary regimen can 
be given combined with treatment suitable 
for the conditions of the intestine and 
general health. 

V. How to Prescribe Sodium Salicylate. 
—In order to reap the best results from 
sodium salicylate in acute articular rheu- 
matism the drug must be prescribed ac- 
cording to certain well-established rules. 
In frank acute articular rheumatism sodium 
salicylate should be given night and day in 
fractional doses every two or three hours 
in order to maintain saturation of the or- 
ganism with the salt. The usual daily dose 
which is well tolerated is from forty to 
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fifty centigrammes for each year of age 
up to ten years, and above ten years a daily 
dose of seven or eight grammes or even 
more can be reached. 

This salt should not be prescribed in 
cachets; it should be exhibited in an 
alkaline potion—never with alcohol—or else 
taken in a cup of milk. After each dose the 
patient should drink abundantly in order to 
dilute the urine. 

The requisite dose is to be prescribed 
from the start, otherwise only imperfect 
results will be obtained. The drug is 
rapidly eliminated in the urine, it being 
present therein a few minutes after it has 
been absorbed. 

Albuminuria is not a contraindication for 
the use of sodium salicylate, excepting in 
cases in which this preceded the rheuma- 
tism and hence constitutes an already old 
process with disturbances of urinary elimi- 
nation. Usually the traces of albumin 
found are dependent upon the rheumatism, 
and will disappear when the salicylate and 
large amounts of water are begun. 

The treatment should be kept up until the 
temperature drops with diminution of the 
joint manifestations and pain. When 
apyrexia has been complete for three or 
four days, the dose of the drug may be 
decreased or even stopped, although a 
return to large doses is absolutely essential 
upon the slightest indication of a relapse. 
In simple cases some writers advise con- 
tinuing the salicylate in decreasing doses for 
two to three weeks, while in cases with 
cardiac complications the drug should be 
continued for several months, because it is 
frequent for the heart lesions to completely 
retrogress under the influence of the salt, 
and in children a permanent cure is prone 
to ensue. 

The patient must remain in bed on a milk 
diet, but when apyrexia is complete a light 
regimen may be given. 

We are all familiar with the frequency 
with which articular rheumatism in children 
is complicated by endopericarditis, and its 
complications sometimes appear quite unex- 
pectedly in children who only present 

















larvate forms of the process, made evident 
by some indefinite pain in a joint or muscles 
which is readily attributed to the so-called 
“srowing pains.” If auscultation of the 
heart be made a slight friction sound will 
be detected at the base or a dulness of the 
first sound, in which circumstance the dose 
of the salt should be doubled until these 
stethoscopic signs disappear. 

I have always found that children 
admirably tolerate sodium salicylate, and 
they never complain of those disturbances 
produced by the drug in adults. 

In the more serious forms of acute 
articular rheumatism intravenous injections 
of sodium salicylate, one gramme in from 
30 to 90 cc of fluid for each injection, may 
be essayed. Each injection should be 
followed by an injection of 10 cc of sodium 
chloride serum. Although these injections 
are regarded by many as inoffensive, they 
should only be resorted to in particularly 
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severe cases and are not to be employed in 
every-day practice. 

VI. The Treatment of Pertussis—Not 
much advance has been made on the 
Continent in the treatment of this common 
affection. Most of the profession still rely 
on bromoform, antipyrin, and other anti- 
spasmodics. I will give a few current 
formule: 

R Antipyrin, 

Barbital, 44 1 gramme; 


Syr. senega, 20 cc; 
Distilled water, q. s. ad 125 cc. 


S.: A teaspoonful three times daily. 


s 


RK Bromoform, 1 cc; 
Alcohol, 10 cc; 
Glycerin, 25 cc; 
Syr. sacchar., 
Syr. althea, 44 ad 200 cc. 


M. S.: A teaspoonful every three hours. 


k Aristochin., 10 centigrammes; 
Heroin hydrochlor., % milligramme; 
Sacchar. alb., 50 centigrammes. 


For one powder. 
S.: One powder three to five times daily. 





Neo-Silvol 


BY H. G. LUND, A.B., M.D. 


Consultant to the St. Louis City Hospital; 


Chief of Genito-Urinary Surgery, Lutheran Hospital; Chief of 


Genito-Urinary Surgery, Deaconess Hospital, St. Louis, Mo. 


Most patients treated by the urologist 
present some condition that requires the 
application of a germicide that is readily 
soluble in water, that can be safely used for 
washings or for irrigating. In selecting 
such an agent the question of germicidal 
action is of first consideration, although its 
irritating properties are of equal importance. 
While the ideal may never be fully realized, 
the chief aim is to find a germicide that 
appears to have a selective action on any 
one of the group of bacteria most often 
found in this particular field of work. In 
addition to this the agent applied must 
not be irritating to the point of intolerance 
to the patient or to the extent of damaging 
the structures involved. Many of the 
genito-urinary organs are delicate in struc- 
ture and should not be subjected to un- 
necessary injury or shock. 


Any new preparation that holds some- 
thing of promise to the urologist is always 
attractive. I have recently watched with 
interest the results following the use of 
neo-silvol, a new proteid silver compound. 
The manufacturer states that neo-silvo! is 
made by treating silvol with iodine, which 
not only reduces the product to a com- 
pound of colloidal silver iodide in a proteid 
base but renders it almost colorless and non- 
staining. 

The first observations were made in the 
treatment of gonorrheal urethritis. On 
account of indifferent and unsatisfactory 
results in many chronic cases our interest 
was centered in the treatment of acute con- 
ditions. The first nineteen cases of acute 
gonorrheal urethritis were treated with a 
10-per-cent solution of neo-silvol with the 
following results: 
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Three cases of gonorrhea; diplococci dis- 
appeared on the fifth day. 

Two cases of gonorrhea; diplococci dis- 
appeared on the sixth day. 

Six cases of gonorrhea; diplococci dis- 
appeared on the eighth day. 

Four cases of gonorrhea; diplococci dis- 
appeared on the ninth day. 

Three cases of gonorrhea ; diplococci dis- 
appeared on the eighteenth day. 

One case of gonorrhea; diplococci dis- 
appeared on the twenty-first day. 

The next was a group of twenty-four 
cases of pyelitis, bilateral and unilateral, 
where cultures showed staphylococcus and, 
in some cases, colon group bacilli. The 
kidneys were lavaged with a 10-per-cent 
solution of neo-silvol with better results 
and less irritation than with any other silver 
compound which I have used. 

In the treatment of thirteen cases of acute 
cystitis in which the bladder was extremely 
irritable, a 10-per-cent solution of neo- 
silvol was used and the results were very 
gratifying. Instead of increasing the irri- 
tation in the bladder the solution seemed 
to have a sedative effect and the patient 
was relieved almost immediately. 

In summing up the results in the fifty- 
eight cases included in these three groups, 
I am convinced that neo-silvol has a ger- 
micidal effect equal to any of the proteid 
silver compounds and does not stain like 
argyrol or silvol. The most outstanding 
feature is the fact that it is non-irritating, 
especially in cystitis, where even boric acid 
solutions frequently cause pain. 





The Medical Importance of the Proper 
Care of the Teeth. 


Marco, in American Medicine for May, 
1922, states that upon the appearance of the 
first four teeth, which is almost simul- 
taneous, a soft cloth wrapped around the 
finger and dipped in a solution of bicar- 
bonate of soda, one drachm to one ounce of 
water, should be rubbed very gently on both 
teeth and gums; this makes a very soothing 
wash. When a baby has as many as four 
lower and four upper teeth, a small, two- 
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row brush should be used, for it is now 
possible for particles of food to collect 
between the teeth. 

There seems to be a popular feeling that 
the temporary teeth need no care, whereas 
it is a fact that should any be lost before the 
proper time, the jaw will not develop enough 
to accommodate the larger teeth of the 
permanent set; the result is that the shape 
of the arch and proper occlusion of the jaws 
are spoiled. 

At about the sixth year four permanent 
molars appear. It is supposed by some that 
these molars or double teeth belong to the 
temporary set ; this idea is erroneous, and if 
removed they are lost forever. When the 
permanent lower central incisors erupt, they 
appear inside the deciduous ones, which 
soon loosen and drop out, and owing to the 
fact that these new teeth are much wider 
than their predecessors, they overlap the 
adjoining laterals; this crowded condition 
prevents the central teeth from moving 
forward into the line. When the per- 
manent laterals erupt they assume a position 
by the side of the central teeth, and to find 
accommodation in this most contracted space 
in the arch several of them are apt to be 
crowded into irregular positions. 

This condition is too often regarded as a 
serious evil. If the child is taken to an 
inexperienced practitioner, he will in many 
cases extract the temporary cuspids, which 
are really designed to be retained in the 
mouth until years afterward. When this is 
done, the permanent incisors move forward 
and assume a regular position, and all seems 
well. Later, when the bicuspids appear, 
they assume places in the arch, there being 
plenty of space, but from this superabun- 
dance of space and the pressure of the 
molar behind, the first bicuspid assumes a 
position next to the lateral tooth, leaving no 
space for the canine when it does make its 
appearance about the twelfth year. At 
about this time the second set is complete, 
excepting the wisdom teeth, which usually 
appear from the eighteenth to the twenty- 
fifth year. If the teeth have been properly 
cared for up to this period, we may look 
forward to a pretty and even set. 














Editorial 


THE PROPER ATTITUDE OF THE 
GENERAL PRACTITIONER 
IN REGARD TO TON- 
SILLECTOMY. 





While we recognize that the title of this 
editorial note is rather sweeping in its 
character and opens up a very large field 
for discussion, nevertheless we also feel 
that it is one of the most important themes 
which can be dealt with at this time. There 
can be no doubt that the number of tonsil- 
lectomies performed to-day is exceedingly 
great, and the question can be raised as to 
whether every one of them is necessary. 

Those who are in favor of universal ton- 
sillectomy, or almost universal tonsillec- 
tomy, point out with perfect truth that bur- 
ied tonsils are often the heaviest carriers 
of infection, whereas greatly enlarged ton- 
sils which project all the way to the uvula 
may be comparatively harmless in their 
nature. It is also pointed out that pressure 
upon a tonsil often results in the excretion 
of cheesy material, or even purulent mat- 
ter, and this is taken as an evidence that 
the tonsils are responsible for systemic in- 
fections, which may be true in some in- 
stances but which is not necessarily true 
in all instances. Indeed, it may be stated 
that if tonsils which are not perfectly 
healthy are capable of producing all the 
symptoms attributed to them, the morbidity 
and mortality amongst human beings, par- 
ticularly in cities, would be far greater than 
it is. 

We have on a previous occasion called 
attention to a paper written many years 
ago by MacKenzie of Baltimore, represent- 
ing the older school of throat specialists, 
who saw fit to use as a title for his contri- 
bution “The Massacre of the Tonsil,” 
taking the ground that tonsils were too fre- 
quently operated upon. Of course there 
have been hosts of papers by other throat 
Specialists illustrating the value of tonsil- 


lectomy, and we have endeavored in the 
editorial or Progress columns, when oppor- 
tunity offered, to present in an impartial 
manner the evidence, pro and con, as to 
operating upon these structures. To be 
frank, we have arrived at the conclusion 
that for some years to come no definite 
result can be achieved in determining 
whether tonsillectomy is as essential as 
some think. The problem is made the more 
difficult by reason of the fact that in many 
instances great improvement in health fol- 
lows tonsillectomy, and for this improve- 
ment tonsillectomy gets the credit, whereas 
we all know that remarkable variations in 
health occur in children and adults without 
any such adventitious circumstance. We 
think that it is a clinical fact that the re- 
moval of tonsils in children in many in- 
stances is followed by a great increase in 
growth, and that this growth is usually 
upward, the child lengthening out, often 
becoming much taller and more slim, but 
not necessarily acquiring greater strength. 

There can be no doubt, too, that in chil- 
dren the removal of the tonsils is a relative- 
ly simple operation in itself and much less 
liable to complication than the same opera- 
tion in the average adult. The older the 
patient the more difficult the procedure and 
the more likely immediate and remote 
complications. 

Adequate statistics are also lacking as to 
the frequency with which serious compli- 
cations follow. Every clinician of experi- 
ence must have met with instances of pul- 
monary abscess or other deep-seated 
respiratory malady following tonsillectomy. 
Analysis of the literature does not give true 
results: First, because such complications 
are, for obvious reasons, rarely reported; 
and, secondly, because in many instances 
they ensue so long after the operation, at 
least so far as the development of marked 
symptoms is concerned, that the relation- 
ship of cause and effect is not apparent. 
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Thus we have seen more than one case in 
which the patient, discharged after three 
or four days from medical supervision, 
has come back at the end of three or four 
weeks with what at first were obscure chest 
symptoms, but which eventually developed 
into severe pulmonary abscess, and a col- 
league of the writer has recently said to me 
that within a comparatively short time he 
had seen at least ten such cases. 

In the January issue of the GazeETTE 
there appeared an article on “The Im- 
portance of the Mediastinal Lymph Nodes 
as Factors in the Development of Fever 
and Other Symptoms,” and cases were 
there reported in which the tonsillectomies 
had been followed by pulmonary abscess 
and infection of the mediastinal lymph 
nodes. Every practitioner of large hospital 
experience has met with such cases. 

Recently Moore has investigated this 
problem as the result of his work in the 
Bronchoscopic Clinic of the Jefferson Hos- 
pital. He points out that pulmonary ab- 
scess after tonsillectomy has usually been 
attributed to an infection through the blood 
stream, through lymphatic extension, and 
to direct aspiration. He also emphasizes 
the fact that the time of onset of symptoms 
is of importance in determining the method 
of infection, since the blood-stream infec- 
tion would develop early, whereas lym- 
phatic extension would result in abscess 
formation after a long time, and pneu- 
monic infection in an intermediate period. 
He does not deal with dangerous hem- 
orrrhage complicating tonsillectomy, as 
that is not a part of the subject which he 
is investigating. 

In an endeavor to reach the conclusions 
which he thought desirable a questionnaire 
was sent to 1020 laryngologists in this 
country and Canada, with the result that 
he was able to analyze 202 cases of pul- 
monary abscess following operative work 
upon the upper respiratory passages. Five 
hundred and eight men replied; 364 re- 
ported no lung abscesses and 144 reported 
a total of 202 cases. In our opinion the 


number of cases reported should have been 
much larger, and the 364 that gave nega- 
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tive replies would probably have given 
some positive replies had they followed 
their cases for a longer period, as the writer 
has met with more than one instance in 
which symptoms of pulmonary abscess did 
not develop until several weeks after oper- 
ation. 

It is interesting in this connection that 
Moore finds that the mortality from pul- 
monary abscess following operation upon 
the upper respiratory passages is much 
lower than that generally assigned to pul- 
monary abscess from all causes. It is also 
interesting to note that the largest num- 
ber of cases were reported from the vicin- 
ity of eastern Massachusetts, where the 
custom is to operate in a sitting or semi- 
recumbent position under a general anes- 
thetic. 

Moore believes that pulmonary abscess 
occurs in from one in 2500 to one in 3000 
tonsillectomies, but these figures are based 
on his actual returns, and in all probability 
the incidence is much higher than this. 

In connection with the question of the 
avenue of infection, he makes the interest- 
ing statement that only one case presented 
a clear clinical picture of invasion by the 
lymphatic route, and he further believes 
that the vast majority of cases are due to 
inspiration rather than to blood-stream 
transmission. 

Last of all he quotes Chevalier Jackson, 
his chief, as stating that he has ceased to 
use cocaine locally in operations on the 
adult larynx because he has found that the 
larynx can be completely anesthetized by 
applying an eight-per-cent solution of co- 
caine to the lower part of the pharynx, suf- 
ficiently low to reach the superior laryn- 
geal nerve. By this means not only is per- 
fect anesthesia of the larynx obtained, but 
there is no preliminary irritation of the 
laryngeal mucosa by local application. No 
opiate should be given before operation, 
and the patient when returned to bed should 
be placed in a prone position with the head 
to one side and no pillow allowed for 
twelve hours. These very reasonable sug- 
gestions we believe have been rarely fol- 
lowed in the past. 








Bl 


in 


OEE ESE 





EDITORIAL 631 


It would appear that the whole question 
of tonsillectomy is about to be consider- 
ably influenced by the introduction of the 
y-ray aS a curative agent in place of the 
surgical procedure. So many competent 
roentgenologists are now treating diseased 
tonsils by means of the +-rays, and are ob- 
taining such excellent results, that the 
x-ray treatment should be considered in 
all cases, and while without doubt some 
will prove best treated by tonsillectomy, it 
would appear that a large number will re- 
ceive the most benefit from the non-opera- 
tive measure. 

We print in our Progress columns ab- 
stracts of two communications along 
these lines: one of them by Witherbee, in 
which he gives his experience and claims 
that the x-rays, using very small doses, 
cause the absorption of the lymphoid ele- 
ment of the tonsil and in no way interfere 
with the surrounding or adjacent cells or 
glands. Under its influence the tonsil 
shrinks, drainage is not interfered with, 
and he claims that the #-rays are also de- 
structive of the microdrganisms which the 
crypts contain. 

He quotes other evidence that the x-rays 
are distinctly bactericidal, and he particu- 
larly refers to the work of Hickey, who 
found that by their use he was able to 
sterilize diphtheria carriers in from two to 
four days in eighty per cent of the cases 
so treated. Witherbee even goes so far as 
to recommend this method in acute folli- 
cular tonsillitis, and points out the value of 
the x-rays for associated infections of the 
lymph glands of the neck. It is claimed 
that this treatment is free from serious 
complications, such as lung abscess, em- 
pyema, phlebitis and endocarditis, hemor- 
thage, middle-ear infection and mastoiditis, 
and believes that there are no known com- 
plications as a result of the x-rays if they 
are properly used. 

He also reminds us that Van Allen has 
teported 50 cases treated in this manner 
successfully. His own experience covers 
500 cases. 

Equally encouraging reports are made by 


Osgood, who points out that after treat- 
ment the surface of the tonsils, which was 
previously rough and ragged, becomes 
smooth and shiny. This writer gives defi- 
nite instructions as to the proper dosage of 
«-rays which should be utilized. 

An additional advantage which should 
be emphasized is that by this means the use 
of any anesthetic, local or general, is en- 
tirely avoided, which in some instances is 
undoubtedly the most important point 
which can be advanced in favor of the 
4-ray treatment, for local anesthesia often 
produces trouble, and general anesthesia, 
at the least, is a disagreeable condition even 
if the patient is primarily in first-rate shape 
and suffers a minimum of postanesthetic 
discomfort. 





THE PRODUCTION OF UNUSUAL 
SYMPTOMS BY IPECAC. 





It has long been known that certain drugs 
are prone to produce untoward effects in 
individuals who have an idiosyncrasy to 
them, and it has also been well recognized 
that these idosyncrasies are most fre- 
quently met with in connection with the 
alkaloids of cinchona bark, the iodides, and 
the bromides, and to this class of drugs 
must also be added the coal-tar products, 
which, while rarely producing symptoms 
which are aberrant in the internal organs, 
not uncommonly cause irritation of the 
skin which may mislead the practitioner. 
Thus, it by no means infrequently occurs 
that antipyrin produces a rash resembling 
measles, and all specialists in dermatology 
know that whenever a patient presents him- 
self with unusual skin irritation the possi- 
bility of a dermatitis medicamentosa should 
be borne in mind. 

In a.recent issue of La Presse Médicale, 
Widal, Abrami and Joltrain report two 
cases in which there was extraordinary 
idiosyncrasy to ipecac, and describe a 
method by which the patient could be de- 
sensitized. They regard the reaction which 
they observed as being a form of anaphy- 
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laxis. In one case eczema developed as a 
result of contact with emetine, and in an- 
other severe asthma developed by reason 
of the inhalation of dust from powdered 
ipecac. Thus a man of fifty-five years with 
a negative history, seemingly otherwise in 
perfect health even to the extent of a nega- 
tive Wassermann test, suffered from 
asthma every time he came in contact with 
ipecac over a period of twenty-five years. 
In other words, whenever he was called 
upon in a pharmacy laboratory to deal with 
this drug he suffered in this manner. 

In another case a man of thirty-four 
years developed an acute eczema in the face 
as the result of handling emetine, and suf- 
fered in this manner repeatedly, so that 
there could be no question about the con- 
dition being a mere coincidence. 

The thought, therefore, occurred to these 
authors that the patients might be desensi- 
tized by the hypodermic injection of ex- 
tremely minute quantities of emetine, gov- 
erning the dose employed by the degree of 
reaction that was induced. These doses 
were gradually increased in size until sus- 
ceptibility to the irritant effects of ipecac 
or emetine was entirely dissipated, or, to 
use their words, “desensibilization 
complete.” 

This research raises the question as to 
whether desensitization methods may not 
be resorted to against other remedies which 
produce evil effects. Some studies along 
these lines have already been carried out 
by Schamberg in connection with rhus 
poisoning. 


was 





THE INFLUENCE OF MEAT ON 
PHYSICAL EFFICIENCY. 





Under this title, Bassett, Holt and Santos 
have contributed a paper to the American 
Journal of Physiology with a preliminary 
statement that the mystery regarding the 
significance of meat in the dietary is yet 
to be clarified. While this statement is un- 
doubtedly true in the sense that clarification 
is desirable, it certainly is equally true that 
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a well-balanced diet composed of the proper 
proportions of protein, carbohydrate and 
fat is eminently desirable. 

The subjects of the investigation were 
three adults, all of whom were considered 
to be in good general health, and the time 
of their observation covered four weeks, 
during which time the individuals carried 
out a certain amount of definite well-regu- 
lated exercise. These investigators state 
that the presence or absence of meat from 
the diet during periods as long as one week 
has no demonstrable effect upon the ca- 
pacity of doing an amount of work so 
graded as to reach the limit of the physical 
capacity during this period of time. They 
further state that abstinence from meat for 
one week did not diminish the sense of well- 
being, and they further express the belief 
that we lack experimental evidence in favor 
of the idea that the ingestion of meat has 
a definite relationship to physical strength. 

Interesting as these investigations are, it 
is evident that they are not sufficiently full 
to add very materially to our knowledge on 
this interesting subject. Aside from the 
small number of individuals who are em- 
ployed it is a well-recognized fact that the 
human body has a marvelous ability to ad- 
just itself to dietary changes and depriva- 
tions. The point is not that abstinence 
from one type of food for a comparatively 
short period is productive of harm, but that 
abstinence from one type over very long pe- 
riods of time is. In one sense it might be 
claimed that dropping carbohydrates from 
the diet for a week produces no effects 
which are undesirable. This is quite true 
because the body has stored in the liver 
and muscles carbohydrates to meet just 
such exigencies, and, in another sense, it 
stores within it protein material which it 
can utilize when these types of food are 
not obtainable. 

The experiments that we have referred 
to prove only that brief abstinence from 
meat does not diminish vigor and in no 
way indicate that proteins can be removed 
from the diet indefinitely without disad- 
vantage. 











EDITORIAL 


THE USE OF THE BONE GRAFT 
IN THE TREATMENT OF 
POTT’S DISEASE. 





From the time of the introduction of the 
Sayre jacket, which acted as a partially 
effective splint, and, when properly applied, 
as a means of relieving the spine of its 
weight-bearing function, no great progress 
has been made in the treatment of Pott’s 
disease, if the employment of extension 
and heliotherapy be excepted, until Albee 
introduced a method of splinting which, 
theoretically at least, and practically in 
many cases, does definitely fix and hold 
the spine in a given position. His method 
consisted in the insertion of a bone trans- 
plant, which when consolidated with the 
spinous processes of the vertebre above, 
below and over the lesion, provided com- 
plete fixation. 

As is not unusual his suggestion was re- 
ceived with an enthusiasm which implied 
application in many instances to cases not 
suited for it, and by hands not fitted to 
carry out the needful details of an opera- 
tion calling for both mechanical skill and 
the utmost cleanliness. There was conse- 
quently a reaction against this method of 
procedure which, as sufficient time has 
elapsed to allow of observation bearing on 
ultimate results, has been continuous and 
progressive. 

Baer (Johns Hopkins Hospital Bulletin, 
No. 374, 1922), who is favorably known 
to the profession not only as an able ortho- 
pedist, but also as a man of sound judg- 
ment, contributes his views upon the value 
of this operation. He has collected fifty 
cases treated by him and his.associates by 
the method advocated by Albee, the bone 
graft having been done in each instance be- 
fore the end of December, 1919. From his 
analysis he concludes that when the opera- 
tion is performed during the period of in- 
fancy and growth it will be attended by 
success in less than one-third of the cases, 
even if an increase of kyphosis be regarded 
as compatible with a good result. When 
the operation was performed on patients 
over sixteen years of age there were good 
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results in 90 per cent of cases. There were 
no good results when the tuberculous in- 
volvements were in the cervical region. In 
the mid-dorsal and lower dorsal region 
there were 39 per cent of good results; for 
the dorsolumbar and lumbar region there 
were good results in 73 per cent. When 
there was no kyphosis at the time of oper- 
ation the results were 100 per cent; when 
there was a slight or moderate kyphosis at 
the time of operation there was a cure in 
50 per cent; 25 per cent where there was a 
marked kyphosis. Bone graft has been 
known to break after two years. The au- 
thor observes that when it does break the 
acute symptoms develop promptly. It is 
noted that those cases in which the disease 
had existed longest before operation did 
best. ' 

Baer states that “the real cure of any 
case of tuberculosis of the spine depends on 
the amalgamation or fusion of the affected 
vertebree to the normal vertebre above 
and below. This takes time. There is 
no known method which will afford a 
short cut by which this may be accom- 
plished. Calve states that in tuberculosis 
actual ossification that assures repair does 
not begin until about three years after the 
onset of the disease. Hence the cases which 
have been in existence two years are far- 
ther on the road to repair than those of more 
recent date. The bone graft does not bring 
about directly consolidation of the vertebral 
bodies, but only of the spinous processes. 
But I believe that it helps indirectly by the 
formation of a new blood supply, and that 
by its stabilizing effect it alleviates the acute 
process of the disease.” 

The after-treatment as recommended by 
Albee was conducted by keeping the pa- 
tient in bed without external splinting for 
from six to ten weeks, then getting him 
up and about. This was modified by Baer, 
who employed splinting by means of jack- 
ets and braces which were kept on adults 
for six months, and on infants and chil- 
dren from two to three years. Failure to 
apply these splints always resulted in in- 
crease of kyphosis, the graft itself being 
viable, not being able to resist the muscular 
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and weight forces applied to it. As a rule 
the implanted grafts seem to have a bene- 
ficial effect upon the active symptoms and 
on abscess formation. The mortality at- 
tributed to the operation was 8 per cent. 

Baer believes that the operative proce- 
dure should be reserved for selective cases, 
should be regarded as a help in accom- 
plishing a cure, but that large dependence 
must still be placed upon the mechanical 
means of fixing the splint, and this par- 
ticularly during the growth period. In in- 
fancy he questions the advisability of this 
operation under any circumstances. With 
his views most of the profession will prob- 
ably agree. 





SURGICAL SHOCK. 





The brief rest which has been given this 
subject, traversed so repeatedly and often 
so fruitlessly in current literature, has been 
again broken. This time not by a mere 
review of the commonly accepted beliefs, 
with a detailed mention and rejection of 
those no longer tenable. 

Professor Henry Briggs (quoted in the 
British Medical Journal, May 13, 1922) 
though perhaps supporting no new theory, 
so strongly accentuates one point of view 
that it must be seriously considered by all 
surgeons, indeed by the whole profession. 

As to the cause of shock, Malcolm at- 
tributes it to irritation of the sensory 
nerves. There may be, indeed there usually 
are, other contributing causes. A violent 
stimulation of the sensory nerve without 
other lesion may produce instantaneously a 
condition of profound shock. 

Referring to that form of shock at one 
time frequent, now rare, in surgical opera- 
tions, it is noted that for a long time the 
pulse-rate remains about the same and the 
heart-beats are strong. There is then a 
gradual diminution in the volume of the 
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radial pulse, which indeed may disappear 
entirely while the carotid beat remains slow 
and strong. Later the heart action becomes 
hurried and the pulse weak, with a fall in 
blood-pressure ; symptoms resembling those 
of severe hemorrhage, although there may 
have been no blood lost. 

Recovery from this condition is slow, 
but can be greatly hurried by introduction 
of fluids into the vascular system, from 
which the author concludes that shock due 
to profound sensory impulse is incident 
to an arterial spasm and consequently less- 
ened blood supply to the structures of the 
body, hence lowered function. The fall 
of blood-pressure incident to this contracted 
arterial system, with leakage and accumu- 
lation of blood in the venous system, in the 
capillaries and perhaps veins, he compares 
to the fall of pressure which occurs in any 
piece of machinery actuated by hydraulic 
force. 

The author holds that in pronounced con- 
ditions of shock it is difficult to introduce 
fluids into the vascular system and retain 
them; that this difficulty is much less 
marked during. convalescence. He espe- 
cially dwells upon the need of recognizing 
the shock induced by sensory nerve stim- 
ulus, and the differentiation of this from 
similar conditions due to other causes. He 
holds that spinal anesthesia proves abso- 
lutely that shock is the response to nerve 
stimulus, since if the cord be anesthetized 
it is impossible to develop shock by stimu- 
lation of the nerves below the point of 
block. 

This contribution is of both interest and 
importance as directing renewed attention 
to a phase of this large subject, which long 
since has been abundantly accentuated and 
proved by Crile. Perhaps unconsciously 
to himself, the author has enrolled himself 
in that growing army of firm believers in 
Crile anociassociation. 


Wr 











Progress in Therapeutics 


Medical Therapeutics 


Treatment of Focal Infection of the 
Throat by X-ray as Compared with 
Surgical Removal of Tonsils 
and Adenoids. 


WITHERBEE in the Journal of Radiology 
states that the principle upon which this 
method of #-ray treatment is based might 
be stated as follows: both lymphatic and 
embryonic tissue are more easily destroyed 
by the x-ray than any other living tissue. 
The tonsil is made up mainly of lymph tis- 
sue; the small fibroid tonsil so commonly 
associated with rheumatism contains lymph 
follicles, of which the greater part is em- 
bryonic tissue, as evidenced by the mitotic 
figures. The embryonic tissue in the follicles 
of the large lymph tonsil is considerably 
less than is found in the fibroid tonsil. The 
remainder of the tissue in these follicles 
consists of mature lymphocytes. There- 
fore, it is possible to use very small doses 
of x-ray to promote the absorption of the 
lymphatic element of the tonsil, which will 
in no way interfere with any of the sur- 
rounding and adjacent cells or glands. 

From the standpoint of infection the 
shrinkage of the tonsil and lymph tissue of 
the lateral and posterior walls of the throat 
by x-ray will produce a drainage and re- 
lieve the distortion of the crypts throughout 
the entire mucous membrane, which is im- 
possible by any known operative procedure. 
Out of thirty-six cases in which specimens 
from the crypts were taken, thirty-two 
showed an absence of hemolytic streptococci 
and hemolytic staphylococci. This coincides 
with the results which have so long been 
obtained in acne vulgaris and with the re- 
sults first obtained by Kennon Dunham, of 
Cincinnati, in the treatment of carbuncle. 
Recently Hickey, of Detroit, has carried 
out this treatment in a series of diphtheria 
carriers in which he was able to rid the 
throat of diphtheria bacilli in from two to 
four days, and this occurred in eighty per 
cent of the cases treated. 


The technique is comparatively simple. 
In the average case Witherbee uses a seven- 
inch spark-gap, five milliamperes, four 
minutes’ time, ten-inch distance, and 3 mm. 


_of aluminum as filter. The patient lies face 


downward, head turned to the side, the 
position and angle of the patient and tube 
corresponding exactly to that employed by 
the roentgenologist in making a radiograph 
of the lower molars on an x-ray plate. The 
number of treatments is usally about eight, 
given at intervals of two weeks, and both 
sides of the head are exposed at each treat- 
ment, A special table and board have been 
devised for the treatment of children. 

The same technique, so far as the factors 
are concerned, is used in the treatment of 
tubercular glands of the neck and toxic 
goitre, the only difference being in the area 
exposed ; in the goitre case he exposes both 
the tonsil and the thyroid gland, and 
in the tubercular gland the tonsils and 
glands involved. Whether an_ infected 
throat has anything to do with the toxic 
goitre is a debatable point, however. He has 
seen one case sent into the hospital with 
an acute follicular tonsillitis which in forty- 
eight hours developed all the symptoms of 
toxic goitre. If the infected throat has 
anything to do with the action of the thy- 
roid gland we might expect better results 
in these cases if the focal infection in the 
throat is relieved as well as the effect of the 
ray on the gland itself. In tuberculous 
glands of the neck the removal of the focal 
infection in the tonsil and throat will also 
relieve the primary focus of infection and 
thus have more lasting effect on the tuber- 
culous gland. 

The x-ray method of treating chronic 
focal infection of the throat, namely, ton- 
sils and adenoids, he states is not only safe 
and permanent, but will more thoroughly 
and completely remove this focal infection 
than any other method yet devised, surgical 
or otherwise, and furthermore the contra- 
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indications for operation in no way inter- 
fere with this procedure. He also asserts 
that this method, as compared with surgical 
removal of tonsils and adenoids, is free 
from serious complications. - Following sur- 
gical removal one may have all the condi- 
tions which arise from circulating septic 
emboli, lung abscess, empyema, phlebitis, 
endocarditis, etc., and hemorrhage, middle- 


ear infection and mastoiditis may also com-, 


plicate recovery. In the x-ray treatment 
there are no known complications pro- 
vided the technique is faithfully carried out. 
The permanency of the results as well as 
the safety of this method can easily be 
checked up by any man who in the past ten 
years has had a number of tuberculous 
glands of the neck treated by x-ray. Van 
Allen’s recent report of fifty cases in the 
December Journal of Radiology is most in- 
teresting and instructive. 

The objections so far encountered to the 
x-ray method have been, first, the danger 
of x-ray—namely, a burn. This is impos- 
sible if the technique prescribed is carried 
out. The possibility of injury to the 
parotid, the thyroid, the pituitary, and other 
adjacent glands has been amply tested in 
the past ten years, in which tuberculous 
glands of the neck have been treated by 
much larger doses, some of the cases re- 
ceiving as high as forty doses, whereas the 
dose for tonsils and adenoids has never 
exceeded fourteen treatments in any given 
case in a series of nearly five hundred cases 
which he has treated in the past two years. 

In his series of five hundred cases he 
has encountered two cases of concealed 
abscess of the tonsil, revealed by the shrink- 
age. Both cases were suffering from rheu- 
matism, and in both instances the rheuma- 
tism was relieved in the early part of the 
treatment. These abscesses are completely 
circumscribed and walled off by fibrous tis- 
sue and are therefore inert. In one of the 
cases the abscess ruptured and drained 
about three months after treatment. The 
fibrous tissue remaining after x-ray treat- 
ment and the encapsulation of these ab- 
scesses point out the fact that we leave only 
that type of tissue which nature utilizes in 
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her defense against infection. This method 
is especially indicated in chronically infected 
throats in vocalists, since the muscular re- 
construction of the throat is minimum as 
compared with that following surgical 
removal of tonsils and adenoids; it is in- 
dicated also in those cases associated with 
rheumatism, chorea, diabetes, chronic en- 
docarditis, hemophilia, or any condition 
contraindicating operation. 

Another interesting article along this line 
is one on the “Radiation Treatment of Hy- 
pertrophied Tonsils,” by Osgood, in the 
American Journal of Electrotherapeutics 
and Radiology, in which he states that in 
properly selected cases and with the proper 
technique the results are reasonably sure. 
A few weeks after treatment it is noticed 
that the surface, which was previously 
rough and ragged, has become smooth and 
shiny. Later, reduction in size begins to 
take place and continues for several months. 
The amount of the reduction in size de- 
pends on the amount of fibrous elements 
which the tonsil contains. Clinical im- 
provement is apparent practically from the 
start. There is practically no discomfort 
experienced by the patients, although some 
may complain of dryness of the throat and 
of some slight swelling a few days after 
treatment. This, however, promptly dis- 
appears. 

It is difficult to convince some patients 
and their physicians that the radiation in 
the dosage will not produce x-ray dermati- 
tis or injury to other than lymphoid tissue. 
The amount of radiation required is much 
less than that which experience has shown 
to be a safe skin dose. Possible action of 
the rays on the thyroid or pituitary are pre- 
vented by the use of protective lead foil, 
which exposes only the area immediately 
over the tonsil. 

The chief danger in this method is that 
the inexperienced operator, who does not 
obtain results as promptly as he desires, 
may attempt to hasten the process by in- 
creasing the dose. It should be borne in 
mind that telangiectatic changes from too 
much radiation may occur many months 
after treatment, even where no_ visible 


























It should also 
be remembered that in general delicate skins 


erythema has been noted. 


are more sensitive to radiation effect. A 
dose which would be safe for an adult 
might be dangerous for a child. The 
operator must be familiar with his machine 
and be capable of making accurate meas- 
urements of the physical factors involved 
in calculating the dose. 

In adults they have often obtained satis- 
factory results from one or two large x-ray 
doses; but as a rule, especially in children, 
they have preferred to give smaller doses 
at more frequent intervals. In the average 
case the technique is as follows: 

For Adults: 
Spark-gap—?7 inches. 
Milliamperes—5. 
Filters—3 mm. aluminum. 
Distance—10 inches. 
Time—5 minutes. 
For Children: 
Subtract approximately 1% minute for 
every year under 16. 

In estimating dosage it should be remem- 
bered that the factors used on one machine 
are not necessarily applicable to another. 
For example, spark-gaps as a measure of 
voltage have been found to vary as much 
as 30 per cent. The operator unfamiliar 
with his equipment should therefore start 
in with a dosage well within what he knows 
to be the limits of safety. 

Where large doses are given the interval 
between treatments should be at least three 
weeks, and preferably four. With the 
smaller doses the intervals may be shorter. 
It is Witherbee’s custom to repeat the above 
dose at two-week intervals for about six 
or eight times. In order to secure satisfac- 
tory results, treatment need not necessarily 
be pushed to complete obliteration of the 
tonsil. 

Very quick and gratifying results can be 
obtained by the intra-oral use of radium 
combined with the extra-oral x-ray. For 
this purpose about 30 to 50 mgm. are re- 
quired, preferably in the form of a plaque 
retained in a holder so that direct contact 
with the enlarged tonsil can be made. The 

throat can be previously anesthetized by 
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swabbing with procaine. The dose should 
be such as to produce a mild reaction. The 
time will, of course, vary with the strength 
of the radium used. One or two treatments 
are usually all that are required. 

In summary, therefore, it can be said that 
radiation therapy offers a safe and reason- 
ably sure method for suitable cases. It has 
the distinct advantage of no anesthetics, and 
the dangers from hemorrhage and from 
the pulmonary complications, such as lung 
abscess or inhalation pneumonia, which are 
not uncommon in the adult, are eliminated. 
It is not in its present stage by any means 
a replacement of tonsillectomy, but is espe- 
cially indicated where cardiac, renal, or 
pulmonary complications increase the opera- 
tive risk. Its chief disadvantages are the 
necessity of selecting suitable cases and the 
time required to obtain the ultimate result. 





The Intraspinal Treatment of Syphilis 
of the Central Nervous System. 


KALISKI and STRAUSS, in a recent issue of 
the Archives of Neurology and Psychiatry, 
state that a review of the literature has 
shown a growing tendency in this country 
to restrict intraspinal treatment to very 
narrow limits, which has been largely due 
to the efforts of Sachs and his associates. 
In Europe with few exceptions there has 
been a general abandonment of intraspinal 
methods. 

Their former opinion, which they still 
hold, of the very limited value of intraspinal 
treatment was based on these facts: 

1. The amount of arsenic present in auto- 
arsphenamized serum was infinitesimal and 
of no spirocheticidal value. 

2. There was no valid proof that arsphen- 
amized serum was in itself spirocheticidal 
in vivo. 

3. It was impossible to reénforce blood 
serum with more than an_ infinitesimal 
amount of arsphenamine. 

4, The introduction directly into the cere- 
brospinal fluid of any of the arsenical 
preparations was often dangerous and 
occasionally exceedingly painful. 


When 
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non-toxic quantities were used the remedy 
was impotent. 

5. The pathologic changes in the various 
types of syphilis of the central nervous 
system are rarely only superficial, and are 
not reached by injection into the subarach- 
noid space. 

6. The method was physiologically wrong. 
Nutrition of the cerebrospinal tissues is not 
afforded by the cerebrospinal fluid, which 
serves as a hydrostatic agent for the suspen- 
sion of the brain and cord and an avenue 
of excretion. Therefore, medication of the 
nervous tissues via the cerebrospinal fluid is 
impossible. Substances introduced into the 
cerebrospinal fluid are rapidly absorbed into 
the blood and rarely diffuse through the 
subarachnoid space. The direction of flow 
in the so-called perineuronal lymph space is 
away from the nervous tissue toward the 
cerebrospinal fluid. The pressure in the 
cerebral capillaries is greater than that of 
the cerebrospinal fluid, so that fluid leaves 
the capillaries rich in material circulating in 
the blood, circulates in the pericapillary and 
perineuronal spaces, yielding nourishment 
and receiving waste matter, and finally 
leaves the tissues by the pericapillary and 
perivascular spaces to the subarachnoid 
cavities over the surface. 

?. Arsenic injected intravenously regu- 
larly reached the cerebrospinal fluid in 
greater quantities than could possibly be 
injected intraspinally without damaging or 
destroying the nervous tissue. This is true 
also of mercury and iodides. 

8. If the meninges are the seat of an acute 
or chronic inflammation, “antibodies” circu- 
lating in the blood stream reach the sub- 
arachnoid space. Intraspinal injections may 
serve to irritate the secreting mechanism and 
thus render it more permeable. Spinal 
drainage may act in a similar manner, as 
well as the reduction of fluid pressure. 

If intraspinal therapy were a simple and 
harmless procedure, there would be little 
reason for an attempt to restrict its use. But 
the authors feel that the teaching of 
Fordyce and his followers is responsible for 
opening the door to a great deal of mis- 
guided and harmful effort due to lack of 
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knowledge of the indications of this form of 
treatment, of failure to appreciate the true 
significance of the various biologic factors 
present in the disease, and, above all, of 
insufficient experience in the various clinical 
manifestations of syphilis of the central 
nervous system. In a previous paper they 
showed fallacies in the conclusions of these 
therapists, and they believe that time has 
shown the narrow limits of this form of 
therapy. 

In optic atrophy intraspinal therapy is 
not contraindicated, but they feel that the 
disease, if not too far advanced, may be as 
satisfactorily rendered stationary or re- 
tarded in its progress by intravenous 
therapy. It is questionable whether serum 
administered in the lumbar region ever 
reaches the region of the base near the origin 
of the optic nerves. In properly regulated 
dosage, if preceded by mercury and reén- 
forced by iodides, arsphenamine has no 
harmful effect on the optic nerves. 

If we restrict the use of intraspinal 
therapy, as Fordyce has stated, to cases 
which after intensive treatment with 
arsphenamine, mercury and _ potassium 
iodide show little or no improvement in 
symptoms, blood or fluid reactions, its field 
will be small indeed. It should by all means 
be a second rather than first choice in the 
treatment of neurosyphiiis. Fordyce now 
advocates its use especially in the early 
invasive period when the biologic reactions 
persist in spite of intensive therapy. On the 
one hand, Fordyce advocates the removal of 
these biologic reactions by intraspinal and 
combined therapy, and on the other, Mc- 
Donagh, Fraser, and others advocate their 
retention as an evidence of reaction on the 
part of the neuraxis with protective antibody 
formation, a sign of good omen. As has 
been shown, the importance of these early 
reactions as regards actual involvement of 
the central nervous system has been misun- 
derstood by Fordyce and others. McDonagh 
denies the efficacy of intraspinal therapy 
because, in spite of it, late degenerative 
lesions may occur. In their opinion the 


mere presence of spinal fluid changes in 
early syphilis does not call for intraspinal 
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therapy, because these signs are transient 
and do not, in the vast majority of instances, 
necessarily signify nervous changes and 
only quite exceptionally resist treatment by 
arsphenamine intravenously and mercury. 
Here again they are averse to the use of 
intraspinal therapy, except in the very rare 
instances in which a few years of proper 
treatment have left unchanged all the 
biologic reactions in the fluid. 





Treatment of Vomiting in Malaria. 


Woop, in the /ndian Medical Gazette for 
May, 1922, states that it is not uncommon 
to have to treat patients who have contracted 
malaria, especially of the malignant tertian 
form, and who suffer from vomiting of a 
severe character, which renders it difficult 
for them to take quinine and food per os. 

In each of eight cases a single dose of 7 
or 8 minims of the adrenalin solution in 
1% to 2 ounces of water sufficed to relieve 
the vomiting at once. Not only did this 
distressing symptom disappear, but the 
patients were able to take quinine and 
nourishment better than before the vomiting 
occurred. This remedy was given primarily 
to check the hematemesis, with a view to 
the constriction of the gastric blood-vessels, 
but as it brought about so rapidly the 
cessation of vomiting, it was subsequently 
administered when vomiting only was pres- 
ent, and then proved quite successful. 





Gonorrheal Infections. 


In American Medicine for May, 1922, 
ARONSTAM states that the only efficient 
method of control is a more or less rigid 
prophylaxis. This can be tentatively ac- 
complished in two ways, namely, by 
mechanical protection, and by bactericidal 
or antiseptic measures. The former con- 
sists in shielding the member from infec- 
tion by means of a thin rubber tissue in the 
form of a condom, the second by various 
antiseptic substances. The mechanical 
measures are dangerous and unreliable, for 
minute punctures in the rubber tissue are 
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apt to occur, sufficient for the entrance of 
organisms. The second method, though by 
no means absolute and perfect, is perhaps a 
little more reliable. It consists in a hand 
injection of 15-per-cent solution of argyrol 
or % per cent of hegonon or 1 per cent of 
protargol into the meatus and the simultan- 
eous application of a 33%4-per-cent ointment 
of calomel to the glans, the entire penis 
and adjoining parts immediately after 
coitus. Many observers claim that by 
such means of prophylaxis they have actu- 
ally prevented infection. He-is not pre- 
pared to question these assertions; suffice 
it to say, however, that these claims come 
from competent authorities with large clin- 
ical experience. 





Prescribing for Symptoms. 

In an editorial on this subject in the 
Indian Medical Gazette for May, 1922, it 
is stated that there are two methods by 
which the practitioner of medicine may 
degenerate into a quack. The first is to 
regard his medical education as completed, 
instead of as only commencing, on the day 
on which he qualifies. The second is the 
very popular custom of prescribing for 
symptoms. Many examples of this popular 
form of “treatment” could be given, but 
present-day methods of treatment of dys- 
entery afford, perhaps, the most striking 
instance. 

According to Dobell some ten per cent 
of persons in the tropics harbor Entameba 
histolytica, but in only some ten per cent 
of persons thus infected does the entameba 
give rise to symptoms of dysentery. That 
emetine sometimes or often effectually 
cures amebic dysentery is a statement not 
open to dispute, although its mode of action 
is still obscure, and it has no direct effect 
on Entameba histolytica even in a dilution 
of 1 in 10,000. Yet to-day emetine is being 
used in the treatment of bacillary dysentery 
to an almost incredible extent. The more 
carefully the dysenteries of India are in- 
vestigated the greater becomes the import- 
ance of bacillary, as contrasted with amebic, 
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dysentery. Of in-patient dysentery cases, 
bacillary cases preponderate over amebic 
in something like a proportion of 5 or 6 to 
1. In fact amebic dysentery is not infre- 
quently walking dysentery, and the patient 
still able to carry on his work; whereas in 
bacillary dysentery the onset of toxemia 
and of febrile symptoms compels the patient 
to lie up. Yet the usual history of a case 
of bacillary dysentery is that the patient 
takes to bed, a doctor is called in, and eme- 
tine administered. Nature cures the pa- 
tient, emetine gets the credit, the physician 
pockets the fee, the patient is cured, and 
everyone is satisfied, although the real facts 
of the case have been obscured. “God 
cured the patient,” said pious Ambroise 
Paré, long before the days of aseptic sur- 
gery, but candor compelled him to add “and 
the surgeon took the credit.” 

The true aim of medicine is to attempt 
at least to accurately diagnose and appropri- 
ately treat disease. And in the tropics 
diagnosis is of the utmost importance. 
Malaria, for example, is the most protean 
of diseases. It can only be accurately diag- 
nosed by finding the parasites in films of 
the peripheral blood. As pointed out by 
James, the examination of a single blood 
film from a case of untreated malaria yields 
a positive finding in only some 40 per cent 
of cases; but with each additional film and 
each additional examination the chances of 
accurate diagnosis are increased. Yet per- 
haps the majority of medical practitioners 
in the tropics neither use a microscope 
themselves nor make use of such laboratory 
facilities as are available. It is the excep- 
tion, rather than the rule, to meet with a 
case of dengue, influenza or enteric fever 
which has not been drenched with quinine— 
to the detriment of the patient’s chances of 
early and safe recovery. 

Once embarked on the habit of prescrib- 
ing for symptoms in place of attempting to 
accurately diagnose and treat diseases, the 
descent of the medical practitioner to the 
level of the medical chemist is easy. Hem- 
optysis becomes synonymous with phthisis, 
an enlarged spleen with kala-azar, and 
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fever with malaria—until the unsuccessful 
administration of quinine has proved the 
contrary. The practitioner goes in more 
and more for those enormous tomes which 
are sO prominent a feature of recent medi- 
cal literature—books which constitute an 
index of symptoms and their treatment, 
regardless of the primary diseases con- 
cerned. 

A single illustration may be given to 
emphasize the importance of accurate diag- 
nosis of disease as the basis of all logical 
treatment. An elderly clergyman, during 
the course of a tedious and protracted con- 
valescence after typhoid fever, was attacked 
with fresh fever and rigors, and with al- 
most every symptom of acute rheumatic 
fever. 

He had always been subject to severe 
attacks of rheumatism, and a brother had 
died from acute rheumatic fever. The 
diagnosis, on clinical symptoms alone, 
seemed obvious; but salicylates brought no 
relief, and the case became critical. One 
day, however, a rigor occurred which 
seemed typical of malaria; blood films were 
taken, and innumerable benign tertian ma- 
larial parasites found. The protean nature 
of malaria in the tropics and the very great 
importance of blood examination in all 
cases of undiagnosed fever cannot be 
exaggerated. 





The Treatment of Malaria in Pregnant 
Women and Newly-born Children. 


Naccar, in The Practitioner for June, 
1922, states that a practitioner working in 
the Oases of Egypt (a malarial district) 
often comes across pregnant women who 
are attacked with malaria. The question in 
such cases is either— 

(1) Abortion or premature labor. 

(2) Precipitate labor or. birth of a dead 
child. 

(3) Normal labor, but with severe puer- 
peral hemorrhage, which may end in puer- 
peral septicemia, pernicious anemia, or 
death ; or 

















(4) The minority of normal labor and 
puerperium. 

Cases similar to Banti’s disease with 
ascites complicating pregnancy were also 
seen, and differential diagnosis in such cases 
is important. The children born from such 
cases may live anemic or may die from 
marasmus. 

The symptoms of this fever that may 
appear in women or their children may be 
all the three stages of cold, heat, and sweat, 
or either one or two of them, or simply 
headache which is very severe and._ inter- 
mittent. 

The complications generally noticed were 
bronchitis, bronchopneumonia with pleurisy, 
and gastroenteritis, e.g., vomiting. One 
case of cerebral malaria was seen which 
was not saved by quinine. 

The prognosis for newly-born children 
was not good, but for pregnant women it 
was not bad, except for the hemorrhage,’ 
which may be fatal. One case of ruptured 
enlarged spleen was seen. 

For treatment we know that children can- 
not take quinine by the mouth except it be 
in the form of ethyl chloride euchine (taste- 
less), and idiosyncrasy for this drug should 
be borne in mind. Some other measures 
for them should be managed, and for this 
he tried the following: 

1. Intramuscular injection of quinine 
(acid chloride) in watery preparation better 
than in oily, because more absorbable. He 
noticed that the deltoid muscle is one of the 
best places for injection. A pricking of a 
vessel in the buttocks may prevent absorp- 
tion of drug, and thus sloughing of tissues 
may occur. If injected in the muscles of 
the arm temporary wrist-drop may occur. 

2. Having known that quinine given to 
the mother is secreted with her milk in small 
quantity he tried giving big doses of quinine 
to the mother, and the effect on the malari- 
ous child was encouraging. 

3. With the pregnant women quinine 
gave different results. Big doses stopped 
the fever attacks in some, but this could 
not always be guaranteed, for abortion fol- 
lowed in two cases, and this was either 
attributed to the fever or to the quinine. 
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4. Fowler’s solution was given in a spe- 
cial course: two days one minim t. i. d. 
after meals; every two days one minim 
was added till a five-minim dose was 
reached. This was continued for about a 
month. The arsenic had the double effect 
of curing from malaria and from anemia, 
and the enlarged spleen diminished in size. 

5. The intravenous and intramuscular 
injections of neoarsphenamine (no albu- 
men or jaundice) gave excellent results. 
Four injections (0.40 gm.) were found 
quite enough for curing the fever, anemia, 
and debility. Blood-count showed increase 
of number of red blood-corpuscles and dis- 
appearance of the parasites. 





The Solubility of Quinine Hydro- 
chloride. 


CRAWFORD, in the British Medical Journal 
of June 3, 1922, states that the quinine salt 
most generally used formerly was the sul- 
phate, but more recently the hydrochloride 
has come into favor as being much more 
soluble in water. The sulphate is taken up 
only by 725 parts of water, while the hydro- 
chloride is dissolved by 35 parts. Each is 
readily dissolved with acid, the bisulphate in 
9 parts and the acid hydrochloride in 0.6 
part of water. The presence of excess of 
acid is a disadvantage in intramuscular or 
intravenous injection, and here especially 
the solubility of the neutral hydro- 
chloride weighs heavily in its favor. In the 
intravenous injection especially the hydro- 
chloride is likely to be injected, not in 
distilled water but in saline solution or in 
Ringer’s solution, and it is therefore of 
importance to ascertain whether its solu- 
bility is affected by the constituents of these 
fluids. The saline solution he used was 0.85 
per cent NaCl. The Ringer’s solution was 
made up to contain NaCl 0.85 per cent, 
KCl 0.03 per cent, CaCl, 0.02 per cent, and 
NaHCO, 0.02 per cent. 

Distilled water dissolved 1 part neutral hydro- 
chloride in 35 parts. 

Saline solution dissolved 
hydrochloride in 100 parts. 


Ringer’s solution dissolved 1 part neutral 
hydrochloride in 110 parts. 


1 part neutral 
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The lessened solubility in the presence of 
NaCl is, of course, only an example of the 
law, well known in physical chemistry, that 
two salts with a common ion lessen each 
other’s solubility, but Crawford previously 
had not appreciated that this would hold 
for the low concentration of NaCl in these 
solutions. The still lower solubility in 
Ringer’s solution is due to its slight alka- 
linity, which may lead to the precipitation 
of the base, and also to the fact that it 
contains a slightly greater number of 
chloride ions. 

“It was found that on making up the 
solution with saline which had been kept 
for a month the solubility was the same as 
with fresh saline, but that with Ringer’s 
solution the solubility became less in propor- 
tion to the age of the Ringer’s solution— 
that is, with Ringer’s solution which had 
been standing for a month and a half 
the solubility was 1 in 135. Also if 
the solution of quinine hydrochloride in 
Ringer’s solution is allowed to stand for one 
week it is found that quinine is precipitated, 
only one part in 125 remaining dissolved. 

These results show that it is advisable 
to use freshly prepared solutions for intra- 
venous injection. By heat quinine 
hydrochloride can be dissolved in saline or 
Ringer’s solution to the same extent as in 
distilled water, but there is a tendency for a 
deposit of crystals to take place in the 
needle as the solution becomes cooled 
during injection. 

The hydrochloride of quinine and urea 
has been introduced of late years and may 
be regarded as a substitute for the acid 
hydrochloride. As regards solubility, each 
is soluble in less than its own weight of 
water. It is of importance to find whether 
quinine and urea hydrochloride differs from 
the acid hydrochloride in acidity. Crawford 
has made up solutions containing the same 
amount of quinine per cent; 1.33 per cent 
solution of quinine and urea hydrochloride 
contains the same amount of quinine as a 
1-per-cent solution of acid hydrochloride. 
On titrating these solutions with N/10 
NaOH, using phenol red as indicator, he 
found that 
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5 cc quinine and urea hydrochloride solution= 
1.4 cc N/10 NaOH. 

5 cc acid quinine hydrochloride solution=1.3 
cc N/10 NaOH. 

The Pu of these solutions was then tested, 
using standard Pu solutions with methyl 
orange as indicator. It was found that 
Py of quinine and urea hydrochloride was 
3.5, and the Pu of acid quinine hydro- 
chloride was 3.7. 

It is seen that the acidity of these two 
drugs, both as shown by the hydrogen ion 
concentration and the titratable acidity, is 
practically the same. Thus quinine and 
urea hydrochloride appears to possess no 
advantage over acid quinine hydrochloride. 





Glycosuria and Obesity. 

In an editorial on this subject in the 
British Medical Journal of June 3, 1922, 
it is stated that a good example of the study 
of beginnings of disease by combined clin- 
ical and laboratory methods, and a good 
example also of team work, is afforded by 
some recent researches in the physiological 
laboratories of the Medical College of Cal- 
cutta. The team in this case consisted of 
the professor of physiology, the assistant 
professor, and three demonstrators. 

The stimulus to institute a research was 
afforded by the knowledge that diabetes 
was excessively common in India, espe- 
cially on the eastern side—in Bengal, 
Orissa, and Madras. It was common 
knowledge also that the condition was far 
more prevalent among the well-to-do sed- 
entary classes than among manual work- 
ers. It was so common that a Bengali said 
to one of the investigators, “A man is no 
gentleman if he does not pass sugar by the 
age of forty,” just as in this country, when 
the habits of gentlemen with regard to 
sobriety were different, gout was exceed- 
ingly common among them in early middle 
life. The next general observation was 
that the Bengali gentleman who eventually 
became glycosuric was particularly apt to 
become obese while still young. “How 
often,” these writers say, “have we seen 


students pass out from this college normal 
so far as the amount of adipose tissue 
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present is concerned, yet in a few months 
or sO many return almost unrecognizable 
on account of the mass of fat accumulated.” 

On commencing their investigations it 
was found that the average percentage of 
sugar in the blood of a Bengali was 0.13, 
as against an average of 0.08 for Europeans, 
and that the percentage was higher (0.15) 
in the fat indolent classes than in the lean 
working classes, in whom it was 0.125. The 
sugar tolerance of the working classes 
proved to be high, whereas the fatter and 
flabbier the individual the lower his limit 
of tolerance. It was next ascertained that, 
apart from the tendency to fat deposit in 
the tissues, there were personal variations 
in sugar tolerance: even a fat individual 
might show a high tolerance and a lean 
one a low. In those possessing a high car- 
bohydrate tolerance the sugar content of 
the blood remained remarkably constant, 
but if the tolerance was low the amount of 
sugar in the blood was easily raised. Three 
classes of individuals were met with: first, 
those in whom the sugar content of the 
blood rose considerably on glucose inges- 
tion, and in whom the threshold of the kid- 
ney for sugar excretion was at a high level; 
secondly, those in whom the sugar content 
of the blood was about normal, but who, 
on ingestion of glucose, developed gly- 
cosuria without any marked rise in the 
blood-sugar level; and thirdly, those who 
developed glycosuria on ingestion of glu- 
cose without any rise in the blood sugar. 
It is conjectured that in the first class the 
glycogen-forming function of the liver has 
reached its limit while the kidney threshold 
for sugar excretion is at a high level; that 
in the second class the glycogen function of 
the liver is more efficient but the kidney 
threshold is lower; and that in the third 
class the glycogenic function of the liver 
is normal but the kidney threshold is low. 

It appears that in general the plane of 
carbohydrate metabolism is higher in the 
Bengali than in the European, since the 
lean, hard-working coolie, though his ayer- 
age blood sugar is high, has only just suffi- 
cient for his daily requirements. Little or 
no fat is deposited in his tissues and the 


643 


liver is never saturated with glycogen. 
Each individual has narrow personal lim- 
its within which the sugar concentration of 
the blood varies, but in different individ- 
uals the limit may vary widely. There are 
similar individual variations in the kidney 
threshold, and they are independent of the 
glycogenic powers of the liver or the oxi- 
dative processes of the tissues. 

The authors call particular attention to 
some observations showing that the level of 
concentration of sugar in the blood may, 
within a wide range, be independent of the 
kidney threshold. Thus glycosuria may be 
met with in those whose threshold is high— 
the usual condition in the fat, overfed 
classes; in others again it is low, and some 
individuals have lost the power of storing 
sugar and of converting sugar into fat. 
Again, there are individuals in whom the 
permeability of the kidney to sugar is ex- 
cessive Owing to oxaluria, gout, or stone. 
In the healthy person, in potential diabetics, 
and in actual diabetics alike the ingestion 
of glucose is always followed by an increase 
of sugar in the urine, whether the blood 
sugar increases or not. Finally, kidney 
disease may prevent glycosuria even when 
marked hyperglycemia up to 0.86 is present. 
Such individuals are hyperglycemics with- 
out glycosuria; they seem to be in jeopardy 
of sudden death from coma. 

In discussing the onset and march of 
glycosuria, the authors find it impossible to 
resist the conclusion that in otherwise 
healthy individuals permanent glycosuria 
can be caused and maintained by overfeed- 
ing with carbohydrates. They do not be- 
lieve that this only occurs in individuals 
who are really not absolutely healthy, but 
rather that even the healthiest show some 
degree of failure to use carbohydrates. In 
other words, their view is that the normal 
human organism is inherently diabetic. 

Having observed that a tendency to fat 
deposition appeared to represent a pre- 
glycosuric stage, they decided to estimate 
the fat in the blood in these cases and note 
the effects of administration of glucose. 
Their observations lead them to believe that 
the fat formation goes hand in hand with, 
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and is due to, hyperglycemia. So long as 
fat formation can keep pace with the hyper- 
glycemia glycosuria is avoided. When the 
fat formation is overtaxed, intermittent 
glycosuria supervenes, and later, when the 
fat-forming powers fail altogether, the 
glycosuria becomes permanent. Then the 
patients begin to waste. At this point the 
authors see another pathological factor in- 
tervening. Though the exact nature of this 
pathological factor remains unknown, they 
believe it to be related to a gastroduodenitis 
which leads to some damage to the pan- 
creas, whose internal secretion is thereby 
impaired. 

The problem of coma as a cause of 
death in diabetes has been carefully studied. 
In the Indian type of coma signs of acidosis 
are usually wanting or-are only slight in 
degree, and the terminal coma is almost in- 
variably uremic and accompanied by re- 
tention of nitrogenous waste products. 
The authors believe that in this respect 
coma as seen in Indian diabetics differs 
from that met with in Europe. But here 
they are in remarkable agreement with the 
views of Marcel Labbé, who considers that 
in the severest forms of diabetes some de- 
rangement of protein metabolism is added 
to the carbohydrate disturbance. This co- 
incidence of opinion is worthy of note. It 
opens up the important question whether 
there is indeed a special coma peculiar to 
diabetes. 

In treatment a plan of a severely re- 
stricted diet, with occasionally total car- 
bohydrate starvation, was adopted. Com- 
plete starvation, as introduced by Guelpa in 
1910 and popularized by Allen, was not 
resorted to. When the urine had been 
rendered sugar-free and the blood-sugar 
level had fallen, a process of gradual re- 
education to tolerance of carbohydrates was 
commenced. The mild type of glycosuria 
prevailing in India gave flattering results. 
In the few cases in which nitrogenous 
metabolism was disturbed the treatment did 
not avert a fatal termination; these were 
doubtless instances of that variety of which 
Marcel Labbé has said impressively, “Noth- 
ing cures them.” 
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The Roentgen-ray Treatment of 
Erythremia. 

PENDERGRASS and PawNncoasT, in the 
American Journal of the Medical Sciences 
for June, 1922, state that erythremia is a 
disease of the erythroblastic tissues of the 
bone-marrow. 

Roentgen rays destroy .or inhibit the 
formation of red cells. 

Roentgen rays should be used in the 
treatment of erythremia. 

Roentgen rays should be used in the 
treatment of secondary polycythemia when 
such cases fail to respond to other treat- 
ment, such as drugs, venesection, etc. 

Roentgen-ray treatment was efficacious in 
the cases they report, and it has proved of 
value in cases reported by other roentgen- 
ologists. 

Roentgen therapy effects a more per- 
manent result than any other therapeutic 
measure used or recommended up to the 
present time. 





Neuro-recurrences Following Treat- 
ment with Arsphenamine. 


ZIMMERMAN, in the Archives of Derma- 
tology and Syphilology for June, 1922, 
states that the exponents of simultaneous 
arsphenamine and mercurial therapy claim 
that such a procedure reduces the incidence 
of neuro-recurrences. Only two patients 
who received initial treatment in his clinic 
had used inunctions to a considerable ex- 
tent, and in one of these the dosage of 
arsphenamine had been unusually small. 
Statistics demonstrate without question the 
protective action of mercury against 
neuro-recurrences. It should, however, be 
noted that no patient in his clinic, who had 
persisted in the course of mercury immedi- 
ately following arsphenamine according to 
routine procedure, had developed precocious 
clinical neurosyphilis. It is difficult to grasp 
how any ambulatory clinic can eliminate 
neuro-recurrences entirely, as interruption 
of treatment by the patient cannot be pre- 
vented in many cases even with the co- 
operation of a well-organized social service. 
The incidence of neuro-recurrences can be 
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materially reduced by special supervision of 
patients with primary and early secondary 
syphilis until a thorough course of mercury 
has been administered. A survey of this 
series indicates that it is immaterial whether 
the mercury be employed simultaneously 
with arsphenamine or immediately follow- 
ing a course of the latter. 





Cancer of the Lip Treated by Radiation 
or Combined with Electrocoagula- 
tion and Surgical Procedures. 


PFAHLER, in the Journal of Radiology 
for June, 1922, states that radiation is indi- 
cated in all cancers of the lip, no matter 
what other treatment is used, and sufficient 
radiation must be used to actually destroy 
the cancer cells. If a patient is to be oper- 
ated upon surgically, a preliminary radiation 
with a full erythema dose should be given 
over the lip and chin, and in the submental 
and submaxillary regions. After the opera- 
tion, in two to three weeks after the 
preliminary treatment, similar radiation 
should be given. The patient should then 
be kept under observation for several years, 
and more radiation should be applied if 
there is the slightest sign of recurrence. 
This same sort of radiation should be added 
to electrocoagulation, and can be applied 
most practically by means of the Roentgen 
rays. For this purpose he uses a nine-inch 
spark-gap, with five milliamperes of current, 
through six millimeters of aluminum filter, 
at a distance of thirty centimeters, for 
twenty-five minutes. The time must be 
governed by the radiation value of the 
individual instrument used. 

If one possesses sufficient radium and 
sufficient skill in its use, most, and perhaps 
all, local cancers of the lip can be cured by 
this means. It will require more time, more 
skill, more patience than by the combination 
of electrocoagulation and radiation, but 
there will be more preservation of tissue and 
a better cosmetic result than can be obtained 
by any combination with surgery or electro- 
coagulation. Therefore, Pfahler lays down 
no rule for the treatment of all cases. The 
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circumstances surrounding the individual 
case should govern our procedure. Quick 
was successful in 69.5 per cent with local 
applications of radium to the primary 
tumor. 

If radium is to be used for the local 
destruction of the cancer with the preserva- 
tion of the tissue, the local tissues must be 
kept saturated to the limit of toleration of 
the normal structures until the cancer 
entirely disappears. 

If one has sufficient radium the submax- 
illary regions can be treated by surface 
applications, properly screened, otherwise 
the Roentgen rays should be used. 

If metastatic nodules are palpable they 
should have preliminary radiation, as above 
described, and should then be dissected out 
surgically, or treated by the insertion of 
radium needles sufficient to destroy the 
disease. 

Radium needles of 10 mg. each may be 
inserted 1 cm. apart throughout the diseased 
area, and left in place for eight hours. 
Following the insertion of radium needles 
into tissues there is the production of fibrous 
nodules (especially when the needles are 
placed farther apart, and left in place 
sixteen hours), which are composed of 
fibrous tissue and result from the necroses 
produced by the radium. They will lead the 
untrained to suspect malignant nodules or 
redevelopment of the disease. With our 
meager knowledge on this point, it will 
require considerable skill to be able to 
distinguish between the disease and the 
fibrous tissue. Therefore he urges close 
observation lest a false security may lead 
one to neglect true malignant disease. 

The following conclusions may be drawn: 

1. Any fissure or crust on the lip which 
lasts over a month should lead one to 
suspect malignancy. 

2. Local destruction by electrocoagula- 
tion, followed by thorough radiation, should 
cure practically all cases if treated early. 

3. Thorough radiation by radium or the 
Roentgen rays should be given over the 
lymphatics draining the diseased area. 
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4, Recurrent carcinoma gives very much 
less satisfactory results. 

5. Metastatic lymph nodes should be 
treated by surface radiation and then by 
radium implantation or by excision. 





Divided Meals for Severe Diabetics. 


In the Boston Medical and Surgical Jour- 
nal of June 8, 1922, Gray states that the 
administration of the diabetic diet in small 
quantities and at frequent intervals has been 
reported by a few. Naunyn, in 1898 and 
1906, gave five grammes of dextrose 20 
times in twenty-four hours in addition to 
the patient’s other food. Von Noorden, in 
1903, in practicing his oat cure, gave 
oatmeal soup every two hours. Minkowski, 
in 1911, gave 50 grammes of oat flakes five 
times a day. Blum, in 1911, divided the 
food for his diabetics into five or six meals 
a day in connection with an oat or wheat 
cure, totaling 250 grammes flour in twenty- 
four hours. Klemperer, in 1911, gave 15 
grammes of dextrose every hour for seven 
to ten doses. Knerr, in 1913 and 1915, 
regularly began treatment by allowing 
nothing whatever, except a drachm of raw 
corn-starch, stirred in a glass of warm 
water, every two hours until aglycosuria, in 
obedience to “just two basic principles 
which I would announce as essential in the 
treatment of all diabetics, acute or chronic, 
in such form as to be most slowly absorbed. 
...¢€., Taw... green vegetables of all 
kinds. . . flour. . . corn-starch . . .” The 
conception of carbohydrates continuously 
has also been elaborated by Woodyatt, in 
1916, and recently by Shaffer. The primary 
value of this conception seems to be more 
in combating acidosis than in spurring on 
metabolism. Troje, in 1918, gave his dia- 
betics five meals at two-hour intervals. 

The object of these divided doses, how- 
ever, in the few cases stated, for example, 
by Klemperer, was “to avoid flooding the 
organism with sugar.” This was not, it 
must be noted, at all the same motive as 
the author’s, which is not merely to avoid 
harm, but to discover whether some positive 
good may ensue from placing the load on 
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assimilation at particular intervals and by 
means of what we have come to call 
“activating meals,” as suggested by Joslin, 
in whose clinic and under whose guidance 
have been carried on both this study and 
the more exact metabolic investigation of a 
remarkable case which is being reported by 
Murayama. 

In none of the above reports has the 
experiment been made of giving the same 
amount of food divided in the usual three 
meals over a control period of a few days, 
followed by a test period with the same food 
divided into six meals. Furthermore, little 
evidence is traceable as to the blood sugar 
after meals coming four hours or more after 
the preceding meal, compared with the blood 
sugar after a meal coming only two hours 
after the preceding meal. 

Another possible advantage of fractional 
feeding has been suggested by Hornor. It 
may facilitate detection of slips in diet. 
For when a patient picks up morsels at 
odd moments, he is apt to do so around the 
time of one of the smaller feedings, and 
therefore may betray himself by glycosuria 
after that lighter load, rather than after a 
regular meal, when, if at all, it would 
naturally occur during adherence to diet. 

Diabetics studied in this connection have 
not been mild cases, because in such patients 
the trouble, both for them and for the 
nurses, is unnecessary. But for moderately 
severe patients (i.e., those who, on one 
gramme of protein per kilogramme, or, if a 
child, two grammes per kilogramme, could 
not remain sugar-free with 50 grammes of 
carbohydrate) and for severe patients (1.¢., 
those who with protein as above stated 
could not tolerate more than 10 grammes of 
carbohydrate) the method seemed worth 
trying. 

After the patient’s diet had been raised 
according to usual methods, as high as was 
possible, and had remained essentially un- 
changed for at least three days, and 
generally more than a week, while the blood 
sugar remained stationary, the diet was 
changed only by splitting off part of the 
allowance of carbohydrate from the regular 
meals and giving it as extra meals. The 
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total carbohydrate, protein, and fat was kept 
the same. At the outset the type-schedule 
was planned with six meals, though occa- 
sionally, to pacify the patient, some minor 
modification was allowed, such as a seventh 
meal at bedtime. 


SPLIT MEAL SCHEDULE, 


1. Intervals between meals: Two and a 
half hours, never less, except that the first 
activating meal (the keystone of this 
technique) may be taken any time betweeen 
one and two and a half hours before the 
regular breakfast. 
accompanying table. 

2. Caloric value of meals: Of the extras, 
the first must be the smallest meal of the 
day. Of the main meals, the regular break- 
fast is to be the smallest—the smaller the 
better. 

3. Composition of activating meals: 
Practically pure carbohydrate, generally 
most conveniently administered as orange, 
grapefruit, or 5 per cent vegetables. 

4. Calculation: Since this is complicated, 
it is best shown by an example (see table) : 


For an example see 


CALCULATION OF A SPLIT MEAL SCHEDULE. 






























































| Foon. 
| 
Meat. | Hour. | Plan. Given As. Detail. 
| |CH| Cal. C id Cal. 
| 5:30 5 
1st Extra | to or Orange 50| 5) 0} 0] 20 
| 7:00 \less 
| OTe ss0 
4 | : tables 1 5| 3) 0} 32 
Breakfast | 8:00 | 6 |150-200!a99"cream 801 1/ i| 8 {1a 
| Egg 1} 0} 6} 6| 78 
| IGrape- 
Qnd Extra | 10:30 | 5 | fruit 100! 5] 0} 0} 20 
| Ege 1| 0| 6| 6| 78 
= vere. 7\ 4) 0) 44 
r ables 
Lunch 1:00 | 9) 300 ‘Bacon 30} 0| 5115 155 2s 
Cream 60} 2) 2)12/124 
8rd Extra 3:30 5 Orange 50] 5) 0} 0] 20 
in Aaa es 
5% vege- 
tables 240) 8} 4| 0| 48 
Supper 6:00 | 10 | 300 |Bacon 15] 0} 3) 8) 84 >3382 
Meat 30} 0| 8) 5| 77 
Cream 60| 2) 2)12/124 
Totals 40 40|44/70|966 





























First agreeing on the hours for eating. 
Next, plan the division of the carbohydrate 
and total calories, say, for a patient on a 





647 


diet of carbohydrate 40, protein 40, fat 70, 
calories 950. Then distribute the patient’s 
present items of diet, as far as possible, to 
fit the plan, making changes when necessary. 
Finally, figure the details to make sure the 
totals approximate those with which we 
started planning. If the patient’s carbohy- 
drate tolerance be half as great, omit the 
vegetables from the meals, thus lowering the 
carbohydrate intake to 20 grammes, given 
mostly apart from the protein-fat meals. 





The Use of Milk Injections in the Treat- 
ment of Chronic Arthritis. 


EIDELSBERG, in the Journal of the Ameri- 
can Medical Association of June 10, 1922, 
states that there are a large number of 
patients, having chronic arthritis, who are 
not relieved by removal of apparent foci of 
infection, or by any of the means of treat- 
ment at our disposal (perhaps due to 
hidden foci, secondary foci in and about 
joints, metabolic or endocrine change, etc.). 

About 10 per cent of the patients treated 
by this method in his series were relieved 
of all complaints, and objectively “cured.” 
Whether these are permanent results he is 
not able to state, as the time thus far elapsed 
for these “cured” cases varies from two to 
six months. 

A certain degree of reaction is necessary 
before we can hope to obtain an improve- 
ment, but the degree of reaction required is 
apparently much less than after such 
methods of non-specific therapy as typhoid 
and other vaccines intravenously, and the 
many other non-specific methods. 

The blood sugar, in those cases in which 
before commencing the treatment it was 
increased (above 130 mg. per hundred cubic 
centimeters), was reduced as improvement 
occurred. 

The administration of milk parenterally 
as a non-specific protein is deservirig of 
further study and trial; and, although not 
heralded as a “sure cure” for arthritis, it so 
often gives some relief, euphoria, and occa- 
sionally cessation of the process, that it 
probably will find a place in our therapeutic 
armamentarium. 
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Direct Method of Treating Catarrhal 
Jaundice. 


Hopkins, in the New York Medical 
Journal and Medical Record of June 7, 
1922, states that the technique he employs 
is as follows: At? a.M. the fasting patient 
is given the tube, the gastric residuum re- 
moved, and the tube then permitted to work 
over into the duodenum. When properly 
done this, as a rule, can be accomplished 
within an hour. Any duodenal contents 
encountered are removed, and then from 
50 to 60 cc of a 25-per-cent solution of 
magnesium sulphate, warmed to body tem- 
perature, is introduced and the tube clamped 
for fifteen minutes. After that the clamp 
is removed and siphonage of the duodenal 
contents is permitted until 1 p.m., when the 
tube is withdrawn and the skim-milk diet 
given. . 

Two tables are given in which the patients 
were nearly of the same age, and the course 
of the illness, until the tube treatment was 
started, ran parallel with regard to dura- 
tion before admission to and time spent in 
the hospital. The duration of the jaundice, 
however, averaged twelve days in the sec- 
ond group, against seventeen days in the 
first group, where the old method of treat- 
ment was used. 

The point, however, which should be 
emphasized particularly is the fact that an 
average of only six and a half days of 
drainage were necessary to clear the jaun- 
dice, and it may be noted that in each in- 
stance after the first or second day of 
drainage the patient’s gastrointestinal symp- 
toms subsided rapidly and the appetite 
promptly returned. The urine became 
lighter and the stools darker usually on the 
third or fourth day. 

It may be noted that frequently one and, 
at times, two or three days of intubation 
were necessary before a flow of bile could 
be established. In one case six days were 
required before bile could be recovered in 
spite of the fact that the fluoroscopic ex- 
amination revealed the tube in the duode- 
num. This patient was particularly resist- 
ant to treatment, and he was very deeply 
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jaundiced. In view of the delay in recov- 
ering bile, it may be assumed that the con- 
gestion, edema, and swelling of the mucous 
membrane in the region of the ampulla was 
more than ordinarily severe. 

Where prompt response was not derived 
from the magnesium sulphate solution and 
the tube is shown to be in position by the 
fluoroscope, Hopkins has found that the 
administration of calomel in one and a half 
to two grain doses by mouth tended to pro- 
duce quite a free watery secretion which 
frequently and rapidly showed bile. 

In view of the known action of calomel 
on the duodenal mucosa and its ability to 
produce a free watery secretion, it was ad- 
ministered to these patients by mouth when- 
ever the magnesium sulphate action was 
retarded, and it is his impression that it is 
of distinct value in hastening results. A 
year ago he reported a few cases treated 
in this way, the technique being given in 
that report. 

The suggestion may be made that the 
daily administration of magnesium sulphate 
by mouth would have the same effect as 
though it were introduced by the tube. 
Meltzer has shown experimentally that if 
the magnesium sulphate is introduced into 
the stomachs of dogs it does not have the 
same effect as when introduced directly into 
the duodenum. Further, the daily oral ad- 
ministration of the drug to patients suffer- 
ing from jaundice, and in whom there is 
usually anorexia, nausea, vomiting, and 
other indications of an acute gastritis, 
would seem to be both theoretically and 
practically poor therapeutics. The drug, 
even in strengths of 25 per cent, is a gastric 
irritant and tends to retard the emptying 
time of the stomach, and for these reasons 
would seem to be contraindicated, orally at 
least, as a daily procedure. 

From his series of cases Hopkins feels 
that the duration of catarrhal jaundice may 
be considerably shortened by the new and 
direct method of treatment. 

The patient is usually relieved of gastro- 
intestinal symptoms within forty-eight 
hours. 
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If the direct method of treatment is ap- 
plied at the first appearance of jaundice one 
may naturally expect a shorter duration 
than by any other method. 

The administration of calomel, one and 
one-half to two grains by mouth, is of value 
as an auxiliary measure in the more obsti- 
nate cases. 





The Value of the Intracutaneous Tuber- 
culin Test in Extensive Tuberculosis. 


Happ and Casparis, in the American 
Journal of Diseases of Children for June, 
1922, state that in miliary tuberculosis and 
tuberculous meningitis in infants and chil- 
dren the von Pirquet cutaneous test was 
positive in just over 50 per cent of their 
“cases. 

A failure to react to the von Pirquet test 
in miliary tuberculosis and tuberculous 
meningitis does not mean a loss but only a 
depression of skin sensitiveness to tuber- 
culin. 

The tuberculin test is quantitative and 
the von Pirquet cutaneous test is equiva- 
lent to about 0.01 mg. tuberculin given 
intracutaneously. 

The intracutaneous test is more sensi- 
tive, and, as opposed to the von Pirquet test, 
it not only affords a method of accurately 
measuring the amount of tuberculin given, 
but enables one to increase the amount at 
will. 

If a high enough concentration of tuber- 
culin is given intracutaneously, a positive 
reaction will be obtained in practically all 
cases of tuberculosis. 





Arthritis and Focal Infection. 


SHILKovsky, in American Medicine for 
May, 1922, reminds us that some patients 
are benefited by the persistent administra- 
tion of sodium and potassium iodide. 
Syrup of iodide of iron may be given in full 
doses. As to the salicylate preparations, 
they relieve pain, but it is doubtful at the 
present time whether these preparations are 
of curative value in chronic arthritis. 

In a recent study by Chase, Meyers and 
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Killian, of the comparative value of sodium 
salicylate and cinchophen group of drugs 
in arthritis it was shown that, in general, 
the salicylate and cinchophen group of 
drugs show comparatively little difference 
in their analgesic, antipyretic, and uric 
acid eliminating effects. The salicylates 
have the distinct disadvantage of produc- 
ing a marked proteinuria and casts when 
given in large doses. On this account 
cinchophen and neocinchophen are of ad- 
vantage when it seems desirable to favor 
the kidneys. The cinchophen groups also 
are better tolerated by the stomach. 





Spasmophilia. 

Hiccins, in the Pennsylvania Medical 
Journal for June, 1922, states that clinically 
there are four general types by which the 
symptoms manifest themselves: (1) Cases 
of laryngeal spasm ; (2) eclamptic type; (3) 
carpopedal spasm; and (4) latent type. It 
must not be understood that every case 
resolves itself into one of these groups. The 
same case may present symptoms of more 
than one type, and the same diagnostic 
principles apply in all cases. 

Cases of laryngeal spasm may be very 
mild. The child may simply hold its breath 
when excited, but some children have a 
marked inspiratory stridor. A complete 
arrest of respiration may then follow, 
lasting from a few seconds to a couple of 
minutes, when the spasm relaxes and 
breathing becomes normal. At times, how- 
ever, a fatal result may ensue. 

The eclamptic type is characterized by 
localized and general convulsions. There 
is clonic twitching of muscles and loss of 
consciousness. Attacks last from a half to 
several minutes. There may be only one 
seizure, but often many repeated seizures 
occur in the same day. Sometimes the 
convulsive movements are tonic in charac- 
ter. A slight febrile reaction often accom- 
panies or follows the attack. In children 


four or five years old this type of spasmo- 
philia resembles epilepsy. 

The cases usually termed tetany, demon- 
strating carpopedal spasm, are of great 
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interest. The fingers and toes are in 
extension and are flexed in their relation to 
the metacarpal and metatarsal phalangeal 
joints. The wrists are flexed and the feet 
are in a position of talipes equinovarus. The 
spasm is tonic in nature, lasting usually a 
few minutes, although it may last for hours. 

There are many cases of spasmophilia 
which show none of the more marked 
characteristics of the disease. The diagnosis 
must be made by the electrical reaction. 
Children affected with this latent form of 
the disease may develop the severe types. 
In connection with the latent class it is well 
to suggest that with any infant who appears 
to be unusually nervous or reacts abnor- 
mally to slight stimuli, spasmophilia should 
be considered in making the diagnosis. 

There are three well-established clinical 
signs to consider in the diagnosis. It must 
be remembered that the only constant sign 
is the electrical reaction, or Erb’s sign. 
Chvostek’s sign and Trousseau’s sign are 
positive evidence of the disease when 
present, but may be absent in undoubted 
cases. 

Erb’s phenomenon is that state of irrita- 
bility when a cathodal opening contraction 
is produced by the use of less than five 
milliamperes of galvanic current. Often in 
babies or young children the actual taking 
of this test is difficult. 

Chvostek’s sign consists in a slight con- 
traction of some or all the muscles supplied 
by the facial nerve, when the nerve is 
stimulated as by a sharp tapping beneath the 
zygomatic process. 

Trousseau’s sign is elicited by constricting 
the blood supply of the arm or leg for a 
couple of minutes. When present, the 
typical spasm for that extremity described 
under carpopedal spasm is produced. Test- 
ing this sign involves some danger of 
precipitating other spasmophilic reactions, 
as laryngospasm. 

From a standpoint of differential diag- 
nosis the most important conditions to 
consider are epilepsy, tetanus, enlarged thy- 
mus, retropharyngeal abscess, and pertussis. 
The differentiation is not likely to be 
difficult, except from epilepsy. The con- 
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vulsive attacks of spasmophilia in children 
of three to five years old may very closely 
resemble epilepsy. The electrical reactions 
will probably be of most assistance. It is 
not improbable that many supposedly cured 
cases of epilepsy in children in reality were 
spasmophilia. Fatal results almost never 
occur in this disease, except rarely in laryn- 
gospasm. As the child grows older all 
forms of spasmophilia tend to improve. It 
is essentially a disease of childhood. Under 
proper treatment the acute cases will usually 
respond in a gratifying manner. 

The treatment is to be classified as pre- 
ventive and curative. Maternal nursing is 
almost an absolute preventive. In all 
babies, and especially in those that must be 
fed artificially, it is, of course, important to 
give the greatest attention to such details as_ 
fresh air, sunlight, and sleep. Infants of 
a proper age should be given a properly 
balanced and varied diet. The treatment of 
the actual condition varies somewhat ac- 
cording to the symptoms and age of the 
child. In a young baby wet nursing, if 
feasible, is the ideal procedure. 

Many consider spasmophilia to be asso- 
ciated with rickets and possibly a different 
phase of the same disease. On this 
assumption the use of calcium and cod-liver 
oil is advised. 

Von Meysenburg believes that he has 
demonstrated that calcium feeding does not 
influence the electrical reaction in spasmo- 
philia. In pylorospasm, which can some- 
times be considered as a _ spasmophilic 
manifestation, atropine is useful. Possibly 
it is of some value in other manifestations 
of this disease. In a word, however, the 
proper regulation of the diet and the routine 
of life is the real treatment. Calcium should 
be given a trial. The vitamin theory is 
usually considered in prescribing the diet, 
although Von Meysenburg failed to demon- 
strate that withdrawal of vitamins caused 
spasmophilia. In the acute phases, as laryn- 
gospasm or convulsions, symptomatic treat- 
ment is indicated. Hot baths, elimination, 
calcium bromide or lactate are of avail. It 
is plain that in the treatment of the disease 
too much dependence must not be placed 

















upon drugs, but that the greatest dependence 
must be placed upon hygiene. 

In discussing this paper Mitchell said that 
Higgins brought out the point that spasmo- 
philia is probably frequently overlooked. 
He might well have left out the word 
“probably.” While the pediatrist is always 
on the alert because he realizes the fre- 
quency of the spasmophilic diathesis, it is 
still true that the majority of diagnoses of 
reflex convulsions (due to the eruption of 
teeth, the presence of intestinal parasites, 
etc.) are made by the practitioners who are 
unaware of the existence of such a condition 
as spasmophilia. 

The amount of research done upon this 
subject is tremendous. While much further 
study is necessary and while certain results 
obtained so far are conflicting, the present 
knowledge of the subject can be briefly 
stated as follows: Calcium and magnesium 
act after the manner of nerve depressants, 
whereas sodium and potassium act after the 
manner of nerve excitants. Therefore, if 
for any reason there should be a diminution 
of calcium or magnesium in the body, or an 
increase of potassium or sodium, one would 
expect a condition of hyperexcitability of 
the nerves. Practically all recent researches 
show that calcium is diminished in the 
organs of the central nervous system and in 
the blood in spasmophilic subjects. Under 
ordinary circumstances even the spasmo- 
phile is furnished with sufficient calcium by 
mouth to supply the demands of the tissues, 
so that the fault does not seem to be in the 
availability of calcium in the diet, but rather 
in the amount of calcium retained. In other 
words, the fault is one of failure of calcium 
retention. . 

It is of considerable significance in this 
connection to note that not only can sodium 
and potassium salts be retained in the tissues 
in excessive amounts, but that under these 
conditions they may cause an outpouring of 
calcium so that more calcium is excreted 
than is furnished ; that is, a negative calcium 
balance occurs. 

Increased electrical excitability of the 
nerves and even active symptoms, such as 
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tetany or convulsions, have been produced 
by administering large amounts of sodium 
or potassium. 

As to treatment: This depends logically 
upon following the several leads which a 
study of the causation brings out. First, 
calcium must be given, and secondly, some- 
thing must be done to assist in its retention. 
Calcium may be given in 5-grain doses, as 
the lactate or the chloride, four to five 
times a day. [This is hard on the stomach. 
—Ep.] In addition to the administration 
of calcium, cod-liver oil should be given. 
The use of cod-liver oil not only has been 
shown to be of value clinically, but it is a 
rational procedure because it can be 
demonstrated that it aids the retention of 
calcium. When calcium is given alone no 
increase in blood calcium can ordinarily be 
found, but when cod-liver oil is given in 
addition the blood calcium rises. There is 
some evidence to show that the phosphorus 
in cod-liver oil is the substance causing 
calcium retention, and indeed it may be good 
clinical practice to give phosphorus in addi- 
tion to the cod-liver oil. However, it may 
be said that cod-liver oil is almost as specific 
in spasmophilia as it is in the closely related 
condition of rickets. 

Other manipulations of the salts are often 
of value. Thus, giving magnesium sulphate 
subcutaneously may stop the spasmophilic 
convulsions. Very little has been done 
clinically with a diminution of sodium and 
potassium intake in spasmophilia, although 
this would seem to be a rational procedure. 

Not only is the causation of spasmophilia 
—about which it is only possible to sum- 
marize briefly the present knowledge—fas- 
cinating, but its relation to the parathyroid 
control of mineral metabolism, its close 
association with rickets, its diagnosis by the 
electrical reaction, etc., are all interesting. 

Mitchell makes this suggestion: Would it 
not be better to restrict the term “spasmo- 
philia” to the diathesis itself, and to use 
the terms tetany (including carpopedal 
spasm), laryngospasm and eclampsia to 
designate the active manifestations of that 
diathesis? In this way there would be less 
confusion in the terminology. 
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Mitchell reiterated two statements which 
he made before the Medical Society of 
Pennsylvania last year: “The infant suffer- 
ing from a convulsion should always be 
suspected of being a spasmophilic subject,” 
and “Spasmophilia is by far the most 
common cause of convulsions in infancy.” 





Nocturnal (Paroxysmal) Dyspnea 
Treated with Thyroid Gland. 


ApaMs, in the Journal of the American 
Medical Association of June 17, 1922, states 
that in the treatment of nocturnal dyspnea 
dependent on a diseased cardiovascular 
system, general management of the patient 
and intelligent care directed toward the 
specific cause are as important as in the 
usual cardiopathies. However, we are 
interested here in the relief of a symptom, 
precocious in its appearance and exhibiting 
peculiarities of its own. Therapeutic meas- 
ures commonly employed are of two kinds. 
Curiously, these agents are physiologically 
antagonistic. One group is a cerebral 
depressant, the other an excitant. Peabody 
gets best results from morphine; Hoover 
from caffeine citrate. In Adams’s experi- 
ence, cerebral depressants aggravate the 
condition, unless pushed to such a degree 
that the patient is narcotized to his distress, 
while cerebral excitants, in the form of 
caffeine, often prevent the paroxysm by 
keeping the patient awake. 

In the present heyday of hormone 
therapy and endocrine romance, one hesi- 
tates to add a single indictment to this 
already crowded docket. In extenuation of 
the present offense the following may be 
offered : First, the administration of thyroid 
gland to patients with nocturnal dyspnea has 
afforded relief after other measures have 
failed. Second, the physiologic action of 
thyroid on the general metabolism, on the 
excitability of the respiratory center, and on 
arterial vasomotor tone is such as to 
indicate the rationale of its application to 
this condition. Third, the ultimate relief of 
symptoms following the administration of 
the iodides may be due to stimulation of the 
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thyroid through their iodine content. Finally, 
nocturnal dyspnea is most frequently 
encountered in patients at an age with 
which diminished thyroid secretion is con- 
comitant. 

The average age of the fifteen patients 
was fifty-two. The youngest was forty-two, 
the oldest sixty-four. All patients were 
given dried thyroid gland. The average 
dose was about 1% grains (0.1 gm.) three 
times a day. This dose was usually admin- 
istered for from two to three weeks, 
followed by an intermission of from one to 
two weeks. Twelve of the patients were 
distinctly relieved of dyspnea and showed 
no bad effects of the medication. Two were 
unaffected by treatment. One was unfavor- 
ably affected. He had increased dyspnea 
and rapid heart action, and became nervous. 
The three patients who did not show im- 
provement were of the myocardial group. 
The pulse-rate of each was above 80 before 
institution of treatment. 

It has been Adams’s experience that 
patients presenting paroxysmal dyspnea 
dependent on myocarditis and having a 
material increase in pulse-rate react badly 
to thyroid gland. Administration of physio- 
logical doses to patients with marked 
cardiac damage is a hazardous procedure. 
Under any circumstances, patients receiving 
thyroid gland for the relief of nocturnal 
dyspnea should be under careful observa- 
tion. 





Cardiac Shortness of Breath. 


Spriro, in the Caltfornia State Journal of 
Medicine for June, 1922, states that physi- 
ological and biological chemistry is deep 
water, reasonably safe for Priestly, Haldane 
or Fisher, but not for most physicians. The 
internal respiration is the interchange be- 
tween the tissue cells, the blood cells, and 
the blood plasma of CO, and oxygen, and 
certain acids and bases. CO, is an end 


product and is capable of forming H,,CO,. 
Now, the greater the accumulation of CO, 
in the blood, naturally the more acid the 
blood would become, if it were not for the 
great alkali reserve. 


The blood must not 

















become acid; if it did, death would very 


quickly result. Nature has provided an 
almost permanent alkali level, and as a 
safeguard to this level has provided tre- 
mendous reserve alkali and also the power 
to produce reserve alkali. 

The symbol of the alkali reserve of the 
body can be taken as the sodium bicar- 
bonates. If the CO, accumulates too fast 
so that the CO, pressure in the blood rises, 
a reaction takes place between the blood 
corpuscles and the sodium chloride in the 
plasma, resulting in an absorption of the 
chlorine to form HCl, which enters the 
red blood-corpuscles, leaving sodium free. 
The sodium combines with the CO, and 
forms acid sodium carbonate, so that in- 
stead of an acid condition we really have 
an alkali condition in the blood; but before 
this interchange has taken place the CO, 
has stimulated the hypersensitive respira- 
tory center, which calls upon the respiratory 
muscle for renewed efforts, and large 
amounts of the CO, are immediately elimi- 
nated. The kidneys also eliminate large 
amounts of the bicarbonate that is formed, 
so that the alkali level which was tempo- 
rarily raised is again equalized, but the re- 
serve is lessened. The chlorine may now 
leave the red blood-corpuscles and again 
combine with the soda forming NaCl, and 
thus setting free enough CO, to maintain 
its proper level. The CO, level is as impor- 
tant as the oxygen level, and if the CO, is 
decreased too greatly it may not return to 
its proper level, thereby causing disaster. 
Reserve alkalies having been washed out 
by the kidneys, an ordinary effort that 
might pass unnoticed calls for extra stimu- 
lation by the respiratory center, and as 
there is not enough alkali reserve on hand 
it must manufacture alkali for the occasion, 
and so we have the dyspnea of effort— 
easily produced because of lack of reserve. 

The chemists have experimentally proved 
that a proper oxygen level must be main- 
tained or death result, and death results 
even though the oxygen is brought up again 
to its former level. A CO, level also must 
be maintained. Upward tendencies of the 
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CO, level are equalized by the respiratory 
apparatus. If the level descends below a 
safe point, it cannot be again raised even 
by giving CO,, and a hemolysis takes place 
and death results. 

There also is an alkali level. If this falls 
too low, nature reproduces alkali. We 
should not feed alkalies when nature does 
not want them, even though there is a lack 
of alkalies. It is the level that is of utmost 
importance. If the alkali level is without 
reserve, or reserve power partially depleted, 
it would be of use to furnish alkalies, pro- 
vided we could regulate the respiratory 
apparatus so as not to reproduce the re- 
sults that brought on the original trouble. 
The loss of alkali is not the cause—it is 
the lack of oxygen that started the trouble. 

Every case of dyspnea is not due to the 
heart, and every case of heart disease need 
not have constant dyspnea. Effort can pro- 
duce dyspnea in a person whose heart is 
sound, but dyspnea is one of the first and 
most reliable symptoms that the heart is 
diseased, and in a case of mild dyspnea a 
diagnosis can, as a rule, be made because 
the physical examination can be made leis- 
urely and the defect in the heart proved. 
But how about the sudden alarm at night, 
when a patient is found sitting or propped 
up in bed, as a rule pale or slightly cyanotic, 
and covered with perspiration, breathing 
rapidly and labored, foam coming from the 
mouth, a pulse fast which is sometimes 
irregular? This may be a first attack, and 
if that is the history obtained from the 
family, it most likely is a heart attack and 
should be treated as such, particularly if 
the attack is attributed to some excess of 
food or work. Compare this to ordinary 
asthma bronchial in type. This is generally 
seasonal, and while there must be a first 
attack, it is usually long before a physician 
is called. The patient usually does a great 
deal of the talking. He is very sick, but 
does not impress the physician that he is 
desperately ill. Between his gasps and his 
wheezes he tells of repeated attacks of 
bronchitis on exposure to weather as the 
cause, and after being relieved will still 
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cough up large amounts of purulent spu- 
tum. The expiratory effort in bronchial 
asthma is prominent. Both inspiration and 
expiration are difficult in cardiac asthma 
and the rate faster. If the attack stops 
suddenly, as it may, the patient may sleep 
and awaken apparently cured, or he may 
have a severe bronchitis as a result of the 
exposure during the attack. This is dan- 
gerous, because it is easy to neglect the 
heart and think that after all the patient 
did have a real bronchial asthma. The next 
attack, if treated as ordinary asthma, may 
result in sudden death. 

The treatment of cardiac dyspnea is first 
rest, and more rest. Oxygen used vigor- 
ously is valuable. Haldane and Priestly 
have proved that recoveries from lung 
edema by the use of oxygen occur where 
proper methods of administration are em- 
ployed. Digitalis is indicated and should 


be given to the physiological limit. It is 
advisable to be careful of adrenalin. Atro- 


pine blocks the vagus, and thus increases 
the difficulties in lowering the heart rate. 
Strychnine, camphorated oil, whisky and 
caffeine are helpful and do not interfere 
with digitalis. Morphine and oxygen given 
together are helpful. Without oxygen, 
morphine is moderately dangerous, because 
it depresses the respiratory center, which 
must be kept up to its work. 

Some patients may die quietly and peace- 
fully after administration of alkalies, while 
others die in convulsions, with or without 
alkalies. This method of treatment, there- 
fore, is of questionable value. McLeod 
advises giving alkalies and testing the urinz 
to determine if acidosis is present. Whit- 
ney warns against this procedure and with 
good judgment. He advises giving a 
diuretic or a physic at the same time. Too 
much alkali should not be given, particu- 
larly if the kidneys are defective, because 
the same conditions caused by surplus of 
acid can also be caused by too much alkali. 
Keeping the urine neutral is probably the 
best procedure. The patient should be kept 
in a semireclining position, because reclin- 
ing may embarrass the right heart. The 
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lungs should be stretched by breathing ex- 
ercises for a few moments several times a 
day. Caution is necessary to avoid over- 
exercising, as it is possible to embarrass 
the right heart and right coronary artery. 
Epsom salts is one of the best laxatives if 
the kidneys are functioning properly. For 
a very large and full-blooded patient, vene- 
section is sometimes a good procedure. 
Even though it reduces the oxygen-carrying 
power of the blood it may relieve an over- 
stretched vascular. system. 

A simple, though not absolutely reliable, 
test for acidosis is to give bicarbonate of 
soda until the urine becomes alkaline, and 
then watch the amount of bicarbonate neces- 
sary to keep the urine neutral. Less than 
four grammes per day is normal and safe 
to use if neutral red or sulphonephenol- 
phthalein is used as an indicator. 





Transuterine Pneumoperitoneum. 


MUNDEL, in the Virginia Medical Month- 
ly for June, 1922, states that carbon dioxide 
has lately been used in place of oxygen for 
the prevention of pneumoperitoneum, as it 
disappears entirely within thirty minutes 
and is not thought to be in the least irri- 
tating to the peritoneum. The apparatus is 
not complicated and the technique is simple 
after performing it a couple of times. The 
apparatus comprises a tank of CO, with a 
reducing gauge, a specially made volu- 
mometer, a manometer, either a tycos or 
mercury, a metal cannula of the Keyes- 
Ultzman type, attached to which is a rub- 
ber urethral tip, and rubber tubing. The 
volumometer is a water bottle to which 
three bent glass tubes are attached, one of 
which dips below the water level and to 
which’ is attached rubber tubing from the 
gas tank; rubber tubing is attached to the 
other glass tubes, one being attached to 
the manometer and the other to the cannula. 

With the patient in the lithotomy posi- 
tion, any cervical mucus is removed by 
means of a suction syringe and the cervix 
and vagina painted with iodine. A single 


toothed tenaculum is placed horizontally 




















on the anterior surface of the anterior lip 
of the cervix and the cannula introduced. 
If done carefully and gently, these manipu- 
lations need cause very little or no pain. 
The cannula being attached to the rubber 
tubing going to the volumometer, the gas 
is now turned on in such a manner that the 
flow will be gentle, the rate having been 
calculated to be from 150 to 250 cc per 
minute. Rubin states that the average 
amount of gas required is from 75 to 250 
cc, depending upon the size and build of 
the individual. His experience is that even 
a great deal more than this makes no dif- 
ference, though a large quantity is not 
needed. 

The manometer readings are important. 
In patent tubes the pressure will at first 
register from 60 to a little over 100 mm., 
due to the resistance of the uterus, after 
which it will drop suddenly to 20 to 50 
points, as the gas passes through the tube. 
In occluded tubes the pressure reading will 
continually rise until 200 mm. is reached, 
when the gas is cut off, for above this is 
said to be dangerous. Immediately after 
the imtroduction of the gas the patient 
should be fluoroscoped in an almost upright 
position, when, in the successful cases, gas 
will be very plainly seen on the right side 
between the liver and the diaphragm. If 
desired, roentgenograms may also be taken, 
preferably on a Potter-Bucky frame. All 
this should be done, however, within fifteen 
minutes, for within thirty minutes all the 
gas may have disappeared. 

After acquiring the technique, the pro- 
cedure is attended with very little pain and 
discomfort for the patient. When the gas 
passes into the peritoneal cavity there is a 
characteristic sharp pain, not severe, felt 
under the right shoulder-blade, and, if 
much gas is introduced, some pain and ful- 
ness are complained of over the whole 


upper abdomen. All discomfort disappears, 


however, in twenty or thirty minutes, the 
patient is perfectly comfortable, and in one 
hour’s time is permitted to resume her usual 
activities. Introduction of gas into oc- 
cluded tubes may cause considerable dis- 
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comfort. ©One might conjure up in the 
mind grave dangers attendant upon such a 
procedure, but in practice such is not found 
to be the case, for in close on to one thous- 
and cases reported by Rubin, Peterson, 
Ward and others, no serious morbidity has 
been noted. It is possible, if one is not 
careful in the selection of cases, damage 
might be done; for instance, a patient with 
a history of a recent pelvic infection may 
still have an acutely inflamed tube which 
may be slightly occluded with mucus or 
pus containing gonococci. Forcing such 
material into the peritoneum would natural- 
ly be accompanied by dire consequences. 
It goes without saying that discretion must 
be exercised in the selection of cases. 

This procedure will be found applicable 
and valuable in no small number of cases, 
for many women present themselves dur- 
ing the course of a year to take up the 
problem of sterility. One would not for a 
moment take up the consideration of steril- 
ity in the female without first determining 
the status of the husband’s genito-urinary 
system. It is a source of satisfaction to 
know that we have at hand a method so 
simple and devoid of danger whereby we 
may determine that there is no mechanical 
impediment to fertilization in the female. 
Having at hand such an aid it should be 
made use of in a large number of women 
presenting themselves on account of steril- 
ity. It might be said that one unsuccessful 
attempt to introduce the gas into the peri- 
toneum should be checked up by at least a 
second attempt before rendering an opinion 
that the tubes are non-patent. Many phy- 
sicians have no doubt performed a dilata- 
tion and curettage for the relief of sterility, 
and numerous operations on the cervix have 
been devised for the same purpose, but the 
futility of such methods can be readily 
seen if the tubes are occluded. Heretofore 
the only way of determining occlusion, 
when it was suspected, was by an explora- 
tory laparotomy, and it is needless to point 
out the advantages this method holds over 
a major operation. It is not at all un- 
common, as any one doing any amount of 
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gynecological work will testify, while 
operating for some other condition, to find 
occluded fallopian tubes when they were 
not suspected. A case reported by Rubin 
in one of his publications aptly presents 
the value of the method: 

A woman married three years and sterile. 
Upon pelvic examination she was advised 
to be operated, and a dilatation of the cer- 
vix, curettage and stem pessary insertion 
were subsequently performed. Four days 
following this operation he was requested 
to test the patency of her fallopian tubes. 
The method employed by him resulted in 
failure to establish pneumoperitoneum. 
Laparotomy the same day revealed the fact 
that both tubes were closed at the fimbriated 
end. They were only slightly distended, 
their walls were flaccid, and they were sur- 
rounded by soft cobweb adhesions—in other 
words, an old-standing hydrosalpinx. The 
operation on the cervix in this case was 
certainly fruitless and could have been 
avoided by a preliminary examination with 
oxygen. 

After having tried out this procedure on 
several cases, Mundell is convinced that 
Rubin has developed a diagnostic aid that 
is of inestimable value and one that would 
seem to be comparatively devoid of danger 
when used with discretion. 





Bacillus Coli Infection of the Urine. 


Hace-WuiteE, in the Lancet of June 24, 
1922, states that sufferers from this condi- 
tion must stay in bed; plenty of bland drink 
such as barley water should be given to 
wash out the bacilli; food should be light 
and suitable to the degree of the rise of 
temperature. In young children it is par- 
ticularly important by every possible means 
to get them to take and absorb nourish- 
ment, for they waste rapidly in many in- 
stances. If pain, or frequency of micturi- 
tion, lead to bad nights, hyoscyamus, and 
if necessary sleeping draughts or even 
morphine, should be given. The patients 
so rarely die, and the disease is so fre- 
quently overlooked, that we must conclude 
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that the natural tendency is for it to get 
well. Therefore it is difficult to be sure 
whether any particular treatment is bene- 
ficial, but it seems reasonable to try and 
disinfect the urine by giving hexamine, and 
at the same time, in order that this act to 
best advantage, to give acid sodium phos- 
phate; but this should not be given in a 
mixture with the hexamine. At any rate 
we may thus diminish the urinary symp- 
toms ; but if the disease is primarily a blood 
infection and the bacilli are excreted by the 
urine and then set up the primary symp- 
toms, this treatment will not affect such of 
the symptoms as are due to the blood infec- 
tion. Usually an autogenous colon vaccine 
is used; it is difficult to prove that it does 
good, but to give it is reasonable and he has 
never seen harm result. Those who have 
suffered from the disease once are espe- 
cially liable to do so again; such either 
have a low resistance to the bacilli or in 
them they are especially virulent. 





Diphtheria Prevention. 

CarrNs, in the Bulletin of the Depart- 
ment of Public Health of Philadelphia for 
April, 1922, states that his first communica- 
tion, read before the Philadelphia Pediatric 
Society, was.in the nature of a preliminary 
report. It substantiated the statements of 
Park and Zingher that the Schick test is an 
accurate means of determining, when posi- 
tive, those who are susceptible to diph- 
theria; when negative, those who are not 
susceptible to the disease. It showed that 
toxin-antitoxin does confer an immunity 
to diphtheria, and its harmlessness as a 
prophylactic agent was demonstrated. Con- 
tinued work only further verified the fa- 
vorable conclusions drawn at that time. 

The experience gained in additional work 
as a result of retesting groups and the ad- 
dition of new groups gave him a sense of 
pleasant satisfaction as he found his earlier 
work verified, as well as bringing results. 
The Schick test, when giving a positive 
reaction (the raised, rough, dusky-red area 
about the size of half a dollar) meant abso- 




















lutely to his mind that the individual was 
not protected by an immunity to diph- 
theria. The negative reaction, he was con- 
vinced, did show a blood antitoxin content 
that meant active immunity. As a result 
of his investigations he is certain that the 
percentage of non-immunes from six 
months to three years is so high that the 
use of toxin-antitoxin mixtures without 
preliminary testing is scientifically wise and 
economically justifiable. 

Not only does Schick testing show defi- 
nitely the natural immunes and the non- 
immunes, but is of decided importance in 
identifying an occasional susceptible who 
has not developed an immunity as a result 
of his toxin-antitoxin injections. Cairns 
has been led to follow this practice three 
months after toxin-antitoxin injections 
have been given, because in verifying his 
work he did check up a few who had not 
responded to toxin-antitoxin stimulation. 
He has, of course, given these cases addi- 
tional toxin-antitoxin. 

There has been considerable comment 
concerning the safety in employing toxin- 
antitoxin mixtures. Cairns’s work in a 
number of institutions in Philadelphia, cer- 
tainly with children who are most carefully 
watched and where he could study them, 
has led him to draw the conclusion that 
there is nothing to be feared from the em- 
ployment of the agencies under discussion. 
This statement is backed by personal work 
done in a field that has covered seven thous- 
and children. When he first began to use 
toxin-antitoxin mixtures, he made some 
studies on the temperature range, blood- 
picture and urinalysis of some of these 
children, noting that some of the more 
severe reactions had temperatures of 101° 
to 103° F., leucocyte counts ranged from 
12,000 to 16,000, with polys. about 70-75 
per cent. There were no changes in the 
urine. Patient’s arms were red and tender 
to the touch. Very young children did not 
have any reaction. The nearer the ap- 
proach to adult life, the greater the number 
of reactions, and the greater the severity. 
It was found to be unnecessary to extend 
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this line of investigation, because the recent 
reactions even in adults have not been of 
sufficient severity to be considered. Evi- 
dently the manufacturer has been removing 
his foreign proteins with greater success 
than he did formerly. The Schick test gives 
no constitutional reactions. 

Cairns’s second communication, presented 
to the Pennsylvania State Medical Society, 
Pediatric Section, in 1920, substantially 
bore out his preliminary report. By way of 
emphasis, he calls attention again to the 
fact that accuracy is essential to the suc- 
cessful performance of the Schick test. The 
test is an intracutaneous injection of from 
1/40 to 1/50 of the minimum lethal dose 
of diphtheria toxin diluted in 0.2 cc normal 
salt solution. This must be freshly pre- 
pared and never allowed to stand after mix- 
ing, because of rapid deterioration of the 
toxin. For the sake of the uniformity and 
ease in reading, the left forearm below the 
elbow on the flexor surface is used. The 
needle is properly introduced into the skin 
when the eye of the needle is seen through 
the superficial layer, and a wheal appears 
at the site of injection. 

He uses a 24-gauge 34-inch needle and a 
1-cc Luer syringe. Despite repeated in- 
structions, collaborators and even authors 
of dictionaries recently published ignore or 
deal lightly with these important details. 
One medical dictionary goes so far as to 
say that the Schick test is a subcutaneous 
injection! This is a misleading and dan- 
gerous error. The test is simple and easy 
of performance, and all it requires is a 
definite understanding of what is being 
done, a little care, and sufficient intelligence 
to correlate these facts. The readings can 
be made easier by performing a control 
test of a heated toxin on the opposite arm. 
This is used on all subjects over twelve 
years of age. 

Toxin-antitoxin administration is per- 
formed by giving three doses, 1 cc at each 
dose, at weekly intervals, and the injections 
are made at the insertion of the deltoid. It 
takes about three months to develop a com- 

plete immunity in a large percentage of 
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susceptibles. Emphasis should be laid 
upon the fact that toxin-antitoxin injec- 
tions and Schick testing are not practical 
or wise in individuals directly exposed to 
diphtheria. It is evident that since the 
average fair reading time of seventy-two 
hours is necessary to determine a positive 
or negative reaction, and three months are 
necessary to develop active immunization, 
this would hardly be practical in a five-day 
incubation period, where there is known 
direct contact with the disease. Antitoxin 
must still be used under these conditions. 





Researches on Yellow Fever and its 
Treatment. 

Nocucul, in the Lancet, June 17, 1922, 
states that in 1921 Peru suffered from the 
visitation of a tremendous yellow-fever 
epidemic, in which 15,000 cases of the 
disease were reported. This epidemic was 
successfully checked and stamped out by a 
vigorous antistegomyia campaign under 
the direction of Hanson. A strong preju- 
dice on the part of the native population 
prevented the use of the vaccine and serum 
extensively, but a few interesting observa- 
tions on their value were made by Hanson. 
Assistant Surgeon-General White of the 
U. S. Public Health Service, who witnessed 
the Peruvian campaign, reports that in one 
instance 50 non-immune soldiers, 25 of 
whom had been vaccinated, were stationed 
in the villages where the epidemic of yellow 
fever was at its height. Of the 25 non- 
vaccinated soldiers, 20 contracted the dis- 
ease, while none of the 25 vaccinated came 
down. On another occasion Hanson re- 
ports having vaccinated 200 soldiers who 
were non-immune so far as could be de- 
termined. These soldiers were quartered 
in an infected town without the occurrence 
of a single case of yellow fever among 
them. A similar observation was recently 
reported by Surgeon-General Osornio, of 
the Mexican army, who sent 600 vaccinated 
soldiers to Manzanillo, a Pacific port of 
about 3000 inhabitants, where yellow fever 
had been occurring among the inhabitants 
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of the town for some time. Notwithstand- 
ing free intercourse between the soldiers 
and the native inhabitants, no case of yel- 
low fever developed among the former, 
although the disease continued to occur 
among the latter. 

In Belize, British Honduras, an epidemic 
of yellow fever broke out in St. John’s Col- 
lege, where nine cases occurred among 146 
students. The entire college population 
was subsequently vaccinated. Seven more 
cases appeared among them within one to 
fourteen days—that is, before protection 
had time to develop—some of the individ- 
uals apparently having been in the incuba- 
tion period when the vaccine was adminis- 
tered. No further case occurred. In this 
instance the check of the epidemic may have 
been partly due to eradication of the in- 
fected mosquitoes, but Gann, who was the 
medical officer in charge, is inclined to at- 
tribute the success to prompt vaccination. 

With regard to the effect of the anti- 
icteroides immune serum upon human cases 
of yellow fever, we are in possession of 
the following data: The serum was first 
used by Lyster and Pareja during their 
tours of Central America in 1919 in two 
cases, an American on the U. S. S. Chicago, 
and the Mexican minister to Nicaragua. 
The diagnosis was made by the commission 
under General Gorgas, who was also pres- 
ent. One case was treated on the fourth 
day, the other patient had been ill only a 
short time when treated, and both recov- 
ered. The commission regarded the serum 
as of decided therapeutic value and recom- 
mended further trial. Subsequent observa- 
tions now total 187 cases, treated at differ- 
ent stages of the disease, and are very en- 
couraging. Of 107 cases treated before or 
on the third day of the disease, only 14 have 
died. On the other hand, the mortality 
among those treated after the fourth day 
has been almost as high as among those 
who did not receive any serum. Speaking 
in terms of percentages, early treatment has 
reduced the mortality of yellow fever from 
52 to 13 per cent. The beneficial effect of 


the serum, however, does not lie only in 














lowering the death-rate, but also in rapid 
alleviation of subjective as well as objective 
clinical symptoms, as has been emphasized 
by Lyster, Pareja, Vaughn, Bailey, Le 
Blanc, Kligler, Caballero, and others who 
have employed the serum in various epi- 
demics. 


Yellow fever is no longer an actual men- 
ace to those countries where modern sani- 
tary organization makes it impossible for 
Stegomyia calopus to thrive in large num- 
bers, and where every precaution and 
emergency measure are provided in case of 
introduction of infected mosquitoes, but 
there still exist many parts of the world 
where climatic, economic, and other condi- 
tions are less favorable to carrying out the 
antistegomyia campaign. In such localities 
prophylactic vaccination may be of prac- 
tical value, at least until civilization finally 
conquers all these natural obstacles. 





Cancer of the Lip, Tongue, and 
Fauces. 


In an editorial on this subject in the 
American Journal of Electrotherapeutics 
and Radiology for June, 1922, it is stated 
that there are no regions in which surgery, 
the x-ray, or radium is more certain of 
failure, or at best but occasional successes, 
than in the treatment of epithelioma of the 
tongue, the fauces, and of the lip when it 
involves both the mucous membrane and the 
skin. The election of methods therefore 
demands great care and consideration re- 
gardless of the physician’s ardor for a par- 
ticular method. 

The tendency of the profession to divide 
into schools with reference to methods, in- 
stead of considering in a broad-minded way 
the study and selection of definite proce- 
dures for particular conditions, works a 
great injustice to medical science, as well as 
to the community. 

There are no conditions which better 
illustrate this state of things than the sur- 
gical, x-ray, and radium treatment of can- 
cer in the regions under consideration. 

Surgery has in all but very exceptional 
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cases been a dismal failure in the treatment 
of all mouth cancers, and should not be 
considered, except possibly in connection 
with the use of radium or the x-ray used 
immediately following operation. 

The #-ray will as a rule be successful 
in the cure of epithelioma of the lip when 
only the mucous surface or the skin is in- 
volved, but not when both the skin and 
mucous membrane are involved. It is 
not an eminently successful method in 
cases involving the tongue or fauces; in 
fact not to be considered in lieu of better 
methods. As a means of removing and 
controlling complicating glandular enlarge- 
ments in connection with other methods it 
is generally the one best suited for con- 
venience and efficiency. Surgical removal 
in this connection should not be considered, 
owing to the tendency to always recur. 

Radium as a matter of convenience has 
an advantage over the x-ray in cancer of 
the tongue, but the percentage of cures is 
too small to justify its employment in these 
cases, when other methods give a larger 
percentage of cures. For the treatment of 
gland complications it may serve as the 
x-ray does, but should be observed and em- 
ployed frequently, and with great care, if 
the control is to be complete. 

Electrolysis by the metallic ionic dif- 
fusion method of Massey has been emi- 
nently successful in cancer of the tongue 
and fauces. The technique is not difficult ; 
care being taken that all indurated tissue 
is completely softened. The only danger 
from the method is secondary hemorrhage 
during the separation of the slough, which 
must be looked out for and be controlled if 
it occurs. 

The desiccation method of Clark is un- 
doubtedly the choice of methods for each 
of the conditions under consideration. If 
the high-frequency sparks are employed,. of 
exactly the right quality, applied to all the 
indurated tissues, with removal with the 
scissors of diseased tissue as it is de- 
stroyed, extending the process into the mar- 
gin of the normal tissue, there will be little 
or no likelihood of recurrence. Should any 
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involved tissue be left, early evidence of 
recurrence will make a second application 
successful. The heat of the hot spark and 
that evolved by the electrolytic method seal 
off the lymphatic channels and ward against 
extension. 

The skill with which the authors of the 
electrolytic and desiccation methods man- 
age these cases is worthy of careful study 
and investigation by surgeons and radi- 
ologists, that these unfortunate patients 
may have the opportunity of the best that 
medical science can afford. 





Serum Treatment of Poliomyelitis. 


Amoss, in the New.York State Journal 
of Medicine for June, 1922, states that the 
use of convalescent human serum as a 
prophylactic measure is impractical because 
of the difficulty and expense involved. Since 
the susceptible rate is very low and there 
are no means of detecting the susceptible 
persons, the method is wasteful. 

Vaccination with altered or changed 
virus, as in the Pasteur treatment, has been 
tried experimentally in monkeys without 
success. Moreover, there is an element of 
danger in such a method. 

It is apparent from epidemiological stud- 
ies that the susceptibility decreases as the 
child grows older, so that the only promis- 
ing method of prevention is isolation until 
the age of relative non-susceptibility ar- 
rives. In Vermont the State Board of 
Health has adopted the following plan with 
a considerable degree of success: The pa- 
tient and intimate contacts are quarantined 
for three weeks. A search is made for all 
persons, especially children, who have been 
associated with the patient for the previous 
week. These families are then visited by 
a representative who discusses the danger 
of repeated exposure. Thus children who 
may be in the incubation period are volun- 
tarily quarantined for two weeks. 

The basis of serum treatment rests upon 
the observation of Romer and Josephs that 
immune bodies are present in the blood of 
recovered cases. In the experiments of 
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Flexner and Lewis, the injection of such 
serum delays and may prevent altogether 
the development of paralysis in monkeys 
previously inoculated with the virus. Net- 
ter was the first to treat human cases. Since 
the lesion is tucked away in the most re- 
mote and inaccessible part of the body the 
treatment becomes a difficult and almost 
insurmountable task. 

In the absence of any immune animal 
serum, recourse must be had to convalescent 
serum which is obviously weak in antibody 
content when compared with hyperimmune 
serum such as is employed in the treatment 
of meningitis. 

Serum from recently recovered cases is 
recommended, as it is presumed to have a 
greater antibody content. The serum for 
intraspinal injection should be free of par- 
ticles and hemoglobin. 

Since at best only weakly immune serum 
is available, correspondingly larger amounts 
of serum must be given. Obviously the 
amount of serum which can be injected 
intraspinally is limited, and Draper has 
called attention to the severe reactions 
which follow the intraspinous injection of 
large amounts. On account of this limita- 
tion and for other reasons about to be de- 
scribed, Amoss has used the combined route 
of intraspinal and intravenous injections. 
Flexner and Amoss found that poliomyelitis 
antibodies in the blood would pass into the 
spinal fluid if the meninges were inflamed, 
and Amoss and Eberson showed that the 
disappearance of antibodies from the spinal 
fluid in meningitis proceeds at a slower rate 
if immune serum is also injected intra- 
venously. 

Amoss has, therefore, administered 15 to 
30 cc intraspinally, and 100 to 200 cc intra- 
venously. The treatment is repeated after 
twelve hours in severe cases. 

The results of several observers are sug- 
gestive, but Peabody is inclined to believe 
that no good case is made out for serum. 
Since it is common knowledge that the viru- 
lence of outbreaks varies considerably, com- 
parisons should be made only with untreated 
controls in the same epidemic. 




















Draper, who has had a wide experience in 
poliomyelitis, believes that a cell count in the 
spinal fluid above 100 forebodes the more 
serious type of the disease. In his (Amoss’) 
series, there were several cases of this kind 
in which the cell count was high responding 
favorably to serum treatment. His results 
analyzed show definitely that the 
progress of the disease is arrested in cases 
treated within forty-eight hours after onset 
and with more than 50 cc of serum. He 
believes that the remainder of this series 
may serve as partial controls. These results 
were obtained in the severe epidemic of 
1916, and in Vermont similar results were 
obtained by Taylor. 


when 





Injection Treatment of Hemorrhoids. 


In an editorial on this subject in the 
Lancet of June 24, 1922, the statement is 
made that Boas, of Berlin, reports favor- 
ably on the treatment of hemorrhoids by 
injection; but whereas carbolic acid is the 
medium usually used, he states that he gets 
better and more uniform results with 96- 
per-cent alcohol. This he has consistently 
employed for the last six years, and al- 
though he admits that he does get recur- 
rences (6 in 130 of his series), he maintains 
that they are not more frequent than they 
are after the more radical operations, while 
the method as carried out by him has the 
advantage over others that it is attended by 
practically no pain, and there is no risk of 
subsequent constriction or paralysis of the 
sphincter—two complications which do un- 
doubtedly occur from time to time after 
even the most careful operative measures. 
He argues that injection treatment has 
fallen into much disrepute owing to the fol- 
lowing mistakes made by many surgeons: 

1. The internal hemorrhoids are not iso- 
lated from the mucous membrane before 
they are injected. Stretching of the sphinc- 
ter causes them to lie slack on the mucosa, 
and when the solution is injected there is 
great danger that it may pass into the sur- 
rounding mucosa or even into the sub- 
mucosa, set up inflammation, and lead to 
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gangrene. Hence the frequent reports of 
cellulitis, abscess, and fistula formation. 

2. Most surgeons, especially Americans, 
inject the piles serially, instead of at one 
sitting. 

3. The concentration and the quantity of 
the carbolic solution varies with different 
surgeons from concentrated to 12 per cent, 
and from 1 to 20 drops respectively. 

4. Cases are treated as walking cases. 
This Boas considers a great mistake, and 
liable to lead to complications. In order to 
insure the formation of an aseptic clot he 
lays stress on the importance of insisting on 
rest in bed for at least four to five days, and 
of treating the patient with the same care as 
would follow an operation. 

It is important, Boas states, both for 
diagnosis and treatment to make each pile 
prolapse to its fullest extent, and this should 
be done without paralyzing the sphincter. 
He finds the best method is to suck the 
piles outside by means of a small suction 
pump for ten to twenty minutes. As soon 
as the examination is over they can be 
easily reduced, or they may spontaneously 
reduce themselves. For treatment the suc- 
tion must be so thorough that the piles re- 
main luxated to their whole extent during 
the injection. If it is found that suction 
causes much bleeding the operation is post- 
poned several days, and injections of 10 cc 
of a 5-per-cent solution of calcium chlorate 
are given into the rectum after each action 
of the bowels. Boas’s technique for the 
actual injections is as follows: 

The patient is placed in the knee-chest 
position, and the anus anesthetized with 
YZ per cent novocaine-suprarenin solution 
injected round it. The patient is then re- 
placed in bed for half an hour. The suc- 
tion pump is now applied until the piles are 
fully prolapsed. The knee-chest position is 
again assumed, the pump only being re- 
moved when all is ready for the injection. 
The smallest quantity possible should be 
injected, %4 to 1 cc being sufficient even for 
the largest piles. Each pile is injected at 
its most prominent point, care being taken 
not to injure the mucous membrane. The 
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whole procedure takes less than a minute, 
and pain is almost or quite absent. Occa- 
sionally one to two hours later the patient 
complains of a feeling of pressure in the 
rectum, due to the swelling of the piles, 
but usually this is not noticed. The piles 
must be reduced immediately after injec- 
tion, as delay makes the procedure difficult. 

Postoperative treatment consists of fluid 
diet to minimize peristalsis, and opium, if 
necessary, for the same purpose. Retention 
of urine sometimes occurs in elderly people, 
but is never severe enough to need cathe- 
terization. On the fourth to fifth day an 
aperient is given, and olive oil or paraffin 
per rectum to soften the feces. It is re- 
markable that the motion is usually quite 
painless. As soon as the bowels have acted 
the patient is allowed up, and on the sev- 
enth to eighth day he may walk. External 
hemorrhoids or those situated on the anal 
margin are not favorable for injection treat- 
ment, as they are liable to become infected. 





The Significance of Discharge from the 
Nipple in Breast Lesions. 


Lewis, in the Lancet of June 3, 1922, 
states that it seems fairly clear that the 
determining factor is the relation of the 
lesion to the nipple, and not the nature of 
the lesion itself; but for diagnosis we can 
divide the cases into two groups—that in 
which the nipple discharge is accompanied 
by one or more swellings in the breast, and 
that in which it is the sole symptom. Into 
the former class fall practically all the 
spheroidal-celled and duct carcinomata, and 
also the chronic inflammations with this 
sign, and some of the papillomata, and it 
does not seem as if the discharge itself is of 
any great value in distinguishing between 
them, as, although the percentage of duct 
carcinomata is highest, that of chronic 
mastitis next, and of spheroidal-celled can- 
cers, least, yet the number of the last named 
is sufficiently large not to warrant their ex- 
clusion on the ground of improbability. In 
any case there is no particular value in 
making a clinical diagnosis between two 
varieties of carcinoma. In the various 
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forms of chronic inflammation the char- 
acteristic knotted feel of the gland is usu- 
ally a safe guide, and a small globular 
swelling in the region of the areola is highly 
suggestive of a duct obstructed by a papil- 
loma. These are not the difficult cases. 

It is in the second group, where discharge 
is the only abnormality that can be de- 
tected, that doubt as to the proper diagnosis 
and line of treatment may occur. The 
question of malignancy inevitably arises in 
any region where unexplained bleeding 
occurs, and some authorities go so far as 
to say that the breast should be amputated 
on this sign alone. This drastic suggestion 
is apt not to commend itself to a patient 
who feels that she is only complaining of 
a trivial matter; as the result of it, she may 
elect to do without treatment of any kind— 
a dangerous decision. If the surgeon feels 
really suspicious of the presence of a ma- 
lignant growth radical operation should, 
of course, be strongly urged, but it is the 
object of this paper to show that discharge, 
whether blood-stained or clear, from the 
nipple of an otherwise apparently normal 
breast is in all probability not due to a ma- 
lignant growth, and is, therefore, not an 
indication for immediate and complete am- 
putation. The reasonable procedure would 
seem to be to determine the direction from 
which the discharge comes, and to excise 
that portion of the areola and neighboring 
tissues. The piece removed should be sub- 
jected at once to a thorough naked-eye 
examination (a frozen section might be 
lucky, but might well miss the lesion alto- 
gether). Should the appearance of the 
tissues be suspicious the major operation 
must be proceeded with, but if not, if a dis- 
crete papillomatous growth is discovered or 
if no lesion at all is found, nothing further 
need be done. The patient should, of 
course, be kept under observation. 

To sum up, this writer does not wish for 
a moment to suggest that a surgeon should 
hesitate to amputate a breast when there is 
the smallest suspicion of malignancy, nor 
to advocate the dangerous procedure of 
double operation with intermediate micro- 
scopic examination of the tissue removed 
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in the first instance, but to suggest that dis- 
charge from the nipple is not in itself a 
definite expression of malignancy and 
should not be treated as such unless the 
suspicion is strengthened by the rest of the 
history and clinical picture. 





Changes Produced in Subjects Ren- 
dered Unconscious by Electric 


Shock. 


MacWIiz Iau, in the Proceedings of the 
Royal Society of Medicine for June, 1922, 
states that he has found by experimental 
investigation that there are two modes of 
immediate death by electric shock, and there 
might be a combination of the two: (1) 
Arrest of respiration from paralysis of the 
respiratory center while the heart went on 
beating; here the promptitude with which 
artificial respiration was applied was ob- 
viously the prime consideration, offering as 
it did considerable prospects of success in 
some cases, when the damaging effects of 
the current were not too profound; (2) the 
other form of failure was overthrow of the 
heart’s action by the sudden development 
of fibrillation, replacing the normal systole; 
ventricular fibrillation was the determining 
cause of death. After the supervention of 
fibrillation in the ventricles, slow deep 
respirations might still occur, but these 
soon ceased in consequence of the stoppage 
of the circulation. 

As regarded the relative incidence of 
these two types of lethal effects on respira- 
tion and heart respectively, much depended 
on circumstances—the localities of applica- 
tion of the current, its strength and char- 
acter, and the direction in which it traversed 
the parts involved. There was also the 
relative susceptibility of the ventricles to 
fibrillation from electrical stimulation, a 
feature that varied much, not only in differ- 
ent animals but in the same animal, and 
presumably in man, in different conditions 
affecting the heart, as he pointed out in an 
article contributed to the British Medical 
Journal in 1889, in which he called atten- 
tion to the great importance of ventricular 
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fibrillation as a common and unrecognized 
cause of sudden death in man in various 
circumstances, a conclusion the validity of 
which had now been generally accepted by 
workers in cardiology. 

In the ventricular fibrillation due to elec- 
tric shock, artificial respiration should at 
once be begun to keep open the possibility 
of recovery of the ventricular beat which 
might possibly occur, though if the period 
of ventricular fibrillation was more than a 
very brief one, the central nervous system 
would probably have suffered irretrievable 
damage from the period of circulatory ar- 
rest. The only active remedial measure 
that had been found useful in ventricular 
fibrillation so far, viz., massage of the heart 
through the diaphragm after the abdomen 
had been opened, was obviously not avail- 
able under the conditions in which electric 
shock occurred. Heart massage, when ap- 
plicable, was rendered much more effective 
by the intracardiac injection of certain 
drugs, as described by himself in the Pro- 
ceedings of the Royal Society in 1918. 
These drugs were: urethane, injected into 
left ventricle or a vein, 0.025 to 0.25 grm.; 
strontium chloride, injected into left ven- 
tricle or a vein, 0.01 to 0.06 grm. ; adrenalin, 
injected into left ventricle or a vein, 0.1 to 
1 mg.; hirudin, injected into vein, 8 to 10 
mg.; pilocarpine, injected into vein, 0.0025 
grm. 





The Role of Hexamethylenamine in the 
Production of Hematuria. 
BLoEpDoRN and HouGuHTown, in the Journal 
of Laboratory and Clinical Medicine for 
June, 1922, in summarizing their paper, 
state that five cases of hematuria developed 
among approximately four hundred cases of 
mild influenza which received from 30 to 
60 grains a day of hexamethylenamine. 
The hematuria in these patients appeared 
in from one to seven days following the 
administration of the drug. All of these 
patients showed a high hydrogen-ion con- 
centration of the urine. In an attempt to 
demonstrate an idiosyncrasy to hexa- 
methylenamine in these patients, the drug 





664 


was applied in varying dilutions to the 
slightly abraded skin of the forearm, and in 
each case a reaction consisting of redness, 
induration and the production of a raised 
area was noted. 

The urine showed no blood casts; there 
were no constitutional symptoms and no 
sequela. The bladder showed definite 
hemorrhagic lesions through the cystoscope. 
These hemorrhagic areas were irregularly 
distributed over the base of the bladder and 
about the ureters, the vault and lateral sur- 
faces being unaffected. 

Attempts to produce hematuria in indi- 
viduals who showed a high hydrogen-ion 
concentration of the urine were unsuccess- 
ful. Even when the Pu of the urine was 
kept low by the administration of acid 
sodium phosphate it was impossible to 
produce hematuria when hexamethylena- 
mine was given in doses of 4 grammes 
daily for eight days. 

The administration of sodium bicarbonate 
10 grammes daily in conjunction with the 
hexamethylenamine served to prevent the 
liberation of formaldehyde in the urine in 
almost every instance. 

The Burnam test was used to demonstrate 
the presence of formaldehyde in the urine. 
No doubtful reactions were reported, and in 
every instance when a positive result was 
reported the reaction was unmistakable. 

In individuals in which the Pu of the 
urine was below 6 a positive Burnam test 
was obtained in from twenty minutes to 
three hours following the administration of 
3 grammes of hexamethylenamine and 
persisted for from three to seven hours. In 
individuals in which the Pu of the urine 
remained above 6 a positive Burnam was 
not obtained following the administration of 
3 grammes hexamethylenamine. 

The drug is toxic to guinea-pigs, and in 
doses of 20 mg. a day produced a hematuria 
in from two to seven days. The lesions in 
the guinea-pig are wide-spread and there is 
definite evidence of acute inflammatory 
processes involving the genitourinary and 
gastrointestinal tract with marked acute 
nephritis and acute congestion of the 
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bladder. The hematuria in the guinea-pig 
is of renal origin, although the bladder may 
also act as a contributing source. 

From a study of their cases of hematuria 
and from the experiments conducted they 
feel that they are justified in drawing the 
following conclusions: 

1. Following the administration of hexa- 
methylenamine in even moderate dosage a 
small percentage of individuals will develop 
hematuria. 

2. These cases show a high hydrogen-ion 
concentration of the urine. 

3. It is considered that these individuals 
possess an idiosyncrasy to hexamethylena- 
mine. 

4, This idiosyncrasy can be demonstrated 
by a cutaneous reaction test, using the drug 
itself as the antigen. 

5. A high hydrogen-ion concentration 
favors the elimination of formaldehyde in 
the urine and appears to be a necessary 
factor in the production of hematuria. 

6. A high hydrogen-ion concentration of 
the urine is of itself not sufficient to cause 
a hematuria following the administration of 
hexamethylenamine. 

%. The hematuria following the adminis- 
tration of hexamethylenamine in individuals 
is vesical in origin. 

8. The lesion consists of a hemorrhagic 
cystitis involving the base and neck of the 
bladder ; the hemorrhagic areas are irregu- 
larly distributed and when viewed through 
the cystoscope present a fairly typical 
picture. 

9. Attempts to produce hematuria in 
insusceptible individuals by the adminis- 
tration of hexamethylenamine were 
unsuccessful even when the Pu of the 
urine was kept low by the administration 
of acid sodium phosphate. 

10. The administration of sodium bicar- 
bonate in doses of 10 grammes daily in 
connection with hexamethylenamine will 
prevent the liberation of formaldehyde in 
most instances. 

11. When the urine is sufficiently acid a 
positive test for formaldehyde can be 
obtained in from twenty minutes to three 

















hours following the administration of 3 
grammes of hexamethylenamine. 

12. When the Pu of the urine is much 
above 6 the liberation of formaldehyde is 
interfered with. 

13. A Pu as low as 6 is impossible in any 
other medium in the body except the urine 
and the gastric juice, and if hexamethylena- 
mine is dependent on the liberation of 


PROGRESS IN THERAPEUTICS: 









665 


formaldehyde for its antiseptic properties, 
these properties can never be manifested* 
except in the genitourinary tract. 

14. Hexamethylenamine is toxic for 
guinea-pigs and produces extensive inflam- 
matory reactions in the genitourinary and 
gastrointestinal tracts. 

15. The hematuria in guinea-pigs is 
chiefly renal in origin. 





Surgical and Genito-Urinary Therapeutics 


Enucleation of the Tonsil Under Local 
Anesthesia. 

McKenzie (The Practitioner, May, 1922) 
holds that by the use of “a local instead of 
a general anesthetic for this operation, we 
transform it from a major into a minor 
surgical procedure.” The bleeding becomes 
negligible, but to be efficient the anesthesia 
must be complete, the patient must feel ab- 
solutely no pain. He brings the patient to 
the operating table with a clean mouth, but 
does not insist upon an empty stomach. 
Half an hour before the surgical procedure 
he is-given a hypodermic of morphine gr. 
1/6 to 1/3 and atropine gr. 1/100 to reduce 
reflex irritability and lessen the mucous 
secretion. The patient is seated face to face 
with the surgeon. The induction of the 
local anesthetic may be divided into two 
stages: (1) surface swabbing, and (2) 
deep infiltration. 

For surface anesthesia a mixture in equal 
quantities of solutions of cocaine (10 per 
cent in water) and of adrenalin (1:1000) 
is used. The adrenalin is added more with 
the object of intensifying the local action 
and minimizing the absorption of the co- 
caine than with the object of reducing 
hemorrhage. By means of cotton-wool 
throat-swabs this anesthetic mixture is ap- 
plied, punctiliously and methodically, to the 
base of the tongue; the faucial pillars on 
both sides; the uvula and soft palate, in- 
cluding their hidden surfaces; the posterior 
pharyngeal wall; and, very particularly, to 





the surfaces of the tonsils themselves. Dur- 
ing the application the patient should be 
warned not to swallow any of the solution, 
but to clear his throat and to spit out any 
excess into a basin on his knees. The 
swabbing has to be repeated three or four 
times before the pharyngeal surfaces be- 
come sufficiently insensitive to permit pass- 
ing on to the second stage. 

For deep anesthesia by infiltration 5-per- 
cent solution of novocaine in water is used. 
The syringe is fitted with a bent needle in- 
serted through the anterior pillar at its up- 
per portion, into the submucous tissue about 
the tonsil, which is infiltrated downward 
and upward. When properly done the tis- 
sues of the anterior pillar are ballooned out. 
The capsule of the tonsil is not punctured. 
The needle is introduced as often as neces- 
sary, and the peritonsillar tissue of the 
superior pole is infiltrated; this extends 
higher than is usually believed. In this 
way both the anterior and posterior faucial 
pillars are infiltrated. Some injections must 
be through the substance as well as into 
the lower pole of the tonsil close to the 
tongue. Thereafter by means of a straight 
needle the pharyngeal tissue around and 
about the capsule is infiltrated. It must be 
remembered that the tonsil is usually deep- 
ly embedded. The best way of outlining 
the tonsil is palpation through the anterior 
pillar of the fauces and the soft palate. 
Thus the rather hard substance of the gland 
can be detected. If the injection be prop- 
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erly made the tonsils will be pushed out and 
made more prominent. 

Several minutes are required after injec- 
tion before the proper anesthesia is accom- 
plished. This can be profitably occupied by 
again painting the surface with a cocaine 
solution. The author states twenty or 
thirty minutes are needful in producing 
complete local anesthesia. As to the actual 
removal of the tonsil, this is done with 
greater ease than under general anesthesia 
because the patient gives help, the tonsil is 
made more prominent, and there is but lit- 
tle bleeding. When the capsule has been 
exposed the tonsil is shelled out, excepting 
at its lower pole, where it is anchored to 
the superior constrictor and may be freed 
entirely by snare or scissors. The bleeding 
vessels are caught and ligated. After com- 
plete removal the upper end of the wound 
extending high into the soft palate is 
sutured with silk, to lessen cicatricial con- 
traction. 





Chronic Intestinal Stasis. 

LanE (The Practitioner, May, 1922) 
summarizes his teaching now of many 
years, and upon which he has based an 
extensive surgery, as follows: 

Briefly, the gastrointestinal tract may be 
regarded as a drainage system at certain 
points in which structures exist which 
regulate the onflow, and prevent the back- 
flow, of the intestinal contents. These 
structures are the sphincters which are 
situated at the lower end of the esophagus, 
at the pylorus, and at the junction of the 
pelvic colon and rectum. There are others 
in the second part of the duodenum, at the 
end of the ileum, and in the transverse 
colon. By the contraction of the sphincters 
the further entrance of food materials into 
the segment below is retarded and regu- 
lated, while the contraction of the 
musculature of the intestine forces its 
contents onward and downward, for a 
backward flow is prevented by the con- 
tracted sphincter above. 

The form of the duodenum also varies in 
different individuals, and in those in whom 
its terminal limb is vertical any pull exerted 
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on the jejunum tends to angulate the 
duodenojejunal junction, and consequently 
to obstruct its lumen. Further, while the 
first portion of the duodenum is enclosed in 
peritoneum, the second and third parts have 
but a partial serous covering, and are 
sheltered and supported by other viscera 
and attachments. Any abnormal increase 
in the pressure of the duodenal contents 
throws, therefore, an excessive strain on the 
wall of its first and least supported portion. 
Any obstruction at the duodenojejunal junc- 
tion would necessarily cause a distention of 
the duodenum, since the sphincter action of 
the pylorus resists the backward flow of the 
chyme into the stomach while permitting the 
continued passage of the gastric contents 
into it. Long-standing obstruction of the 
duodenojejunal junction also tends to a 
spastic contraction of the pylorus, which,, 
in its turn, increases the tension of the 
contents with changes in the mucous mem- 
brane about the aperture, as well as causing 
dilatation of the stomach and hypertrophy 
of its walls. , 

The vertical portions of the bowel are 
chiefly supported by the layers of peri- 
toneum which extend from their outer 
surfaces to the abdominal wall. Abnormal 
strain exerted upon these mesenteries by the 
increased weight of the contents of the 
dilated bowel above an obstructed sphincter 
leads to the development of thickened and 
extensive fibrous bands which, as_ they 
become older, contract and shorten. The 
effect of this is to angulate and rotate the 
bowel, distort its proper axis, reduce its 
lumen, and increase the stagnation of its 
contents. Finally, increasing enteroptosis 
results, which further increases the stasis 
as well as exerting traction on other organs 
and structures, with wide-spread effects, 
both functional and mechanical. 

We may first consider the local effects on 
the bowel resulting from chronic intestinal 
stasis. These may be divided into two 
classes, between the extreme conditions of 
which all grades exist, for the behavior of 
the individual to stasis varies enormously. 
This variation depends chiefly upon the 
resisting power of the subject at a time 











PROGRESS IN THERAPEUTICS 


when first exposed to its influence. In the 
patient with minimum vitality and resisting 
power, little attempt is made to oppose the 
increasing weight of the intestinal contents 
and to form the retaining bands already 
described, so that the pelvic colon elongates 
—ultimately, it may be, enormously—and 
the iliac, descending, and transverse seg- 
ments of the large bowel become progres- 
sively elongated, tortuous, and prolapsed, 
whilst the cecum and ascending colon also 
dilate and prolapse. Since there is an 
absence of acquired controlling bands or 
membranes, the prolapse of the several 
portions of the bowel is the characteristic 
feature of this variety of the disease. There 
is no ileal kink, and the small intestine 
becomes dilated and its walls are thin and 
flaccid, but are otherwise not altered, and 
are neither inflamed nor ulcerated. The 
mucous membrane of the large bowel, on 
the other hand, is inflamed to a varying 
extent. In this type, autointoxication from 
absorption of the products of putrefaction 
of the intestinal contents is the predominant 
feature, abdominal symptoms, except con- 
stipation and flatulence, being absent or 
insignificant. 

Very different is the picture presented by 
the other type of intestinal stasis. This 
occurs in individuals of considerable vital- 
ity; the patient is strong and vigorous, and 
the symptoms which ensue are mainly 
mechanical, autointoxication being a less 
conspicuous feature. The delay of material 
in the large bowel is met by the formation 
of bands and membranes, which while 
retarding the occurrence of enteroptosis 
tend to alter the normal axis of, and to 
produce abnormal flexures and kinks in, the 
bowel. If the duodenojejunal junction 
becomes altered to an acute angle, the 
duodenum becomes dilated, its muscular 
coat hypertrophied, and its mucous mem- 
brane perhaps ulcerated. The pylorus is 
hard and contracted, the stomach is usually 
somewhat dilated and its muscular coat 
hypertrophied, and an ulcer may be present 
at the pylorus or in the lesser curvature. In 
this type the mucous membrane of the large 


bowel is inflamed. Where there is an 
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abundant deposition of fat, hernial protru- 
sions of the mucous membrane may form in 
the large bowel proximal to any point of* 
obstruction, the causation and pathology of 
which he described; a condition which is 
termed “diverticulitis.” Fecal concretions 
may later develop and subsequently cancer- 
ous foci may form. 

In the first type the elongated bowel with 
its feeble musculature, inflamed mucous 
membrane, and scanty contents, exerts but 
a slight effect upon the mucous membrane 
at the junction of elongated loops of colon, 
kinking or obstruction by membranes being 
non-existent in these cases, and the prox- 
imal colon dilates without hypertrophy. In 
the second type the bowel is not elongated, 
its wall is hypertrophied, the fecal contents 
are bulky, and the obstruction is at an 
acute angle and is well defined. In the 
first group the enfeeblement of the muscu- 
lar coat of the bowel resulting from the 
intestinal autointoxication eliminates the 
mechanical factor, which in the second 
group is largely responsible for the local 
development of cancer. On the other hand, 
the autointoxication in the first group causes 
degenerative changes in the breasts, uterus, 
ovaries, and other organs, and renders these 
more prone to cancer than in the second 
group. With the intestinal stasis and de- 
layed evacuation, putrefactive changes en- 
sue in the contents of bowel, resulting 
‘largely from the activities of proteolytic 
putrefactive anaerobes. At the same time 
other changes take place in the bacterial 
flora of the bowel. Thus N. Mutch and J. 
Mutch have shown that the streptococcal 
flora undergoes an alteration. In the nor- 
mal individual streptococci are scanty in 
the small intestine, being numerous only in 
the mouth and colon. They are for the 
most part of the “short-chain” variety, and 
possess little pathogenicity to laboratory 
animals. In cases of stasis, long-chain 
varieties become more numerous. A ma- 
jority (90 per cent) of them also possess 
another character which Mutch 
“glycophylia.” 


terms 
This is the property of 


greatly accelerated growth when 2 per cent 
of glucose is added to the nutrient broth. 
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Bacterial infection of the chyme also takes 
place, and Mutch has demonstrated from 
specimens obtained from the contents at 
different levels of the small intestine dur- 
ing operations for colectomy, etc., that 
streptococci and B. coli, as well as other 
organisms, abound in the chyme, varying 
in degree and level with the extent of the 
stasis. The bacterial infection of the 
chyme, which takes place in stasis, alters 
the relationship of every tissue in the body 
to its food-supply as well as to the elimina- 
tion of the products of tissue-change. 

We may now consider the distant effects 
of intestinal stasis. These include degen- 
erative changes in the essential cellular 
structures of the liver, kidney, and pan- 
creas, with which is associated proliferative 
changes in the fibrous tissue. The breasts 
may atrophy or become hard and knobby, 
with the development of a cystic condition. 
These degenerating breasts are liable to be 
affected with cancer. Staining and pig- 
mentation of the skin with papulation is fre- 
quent, and the hair becomes gray and thin, 
with tendency to fall out. Perspiration may 
be profuse and offensive. The temperature 
is lowered, and the subject may suffer from 
coldness and lividity of the extremities. 
Wasting of subcutaneous fat with an ap- 
pearance of senility is frequent. The sex- 
ual organs suffer in both sexes; they be- 
come atrophied, and their functional activ- 
ity is reduced or lost. Such diseases ag 
rheumatoid arthritis, exophthalmic goitre, 
Still’s disease, diabetes, ulcerative colitis, 
anemia of a pernicious type, arteritis ob- 
literans and others are frequent in condi- 
tions of chronic intestinal stasis, but after 
operative treatment for the condition may 
disappear with startling rapidity, and the 
patient become cured. 

There is little evidence to suggest that 
they are bacterial exotoxins ; they are much 
more likely to be degradation products de- 
rived by the breaking down of the protein 
molecule by bacterial activity. 

In the case of those subjects in whom 
the condition of chronic intestinal stasis is 
advanced, with alterations in the mucous 
membrane, prolapse of the intestine and 
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developed kinks and bands in connection 
therewith, it can hardly be doubted that an 
operation holds out the only rational method 
of treatment. 

At the same time there are many subjects 
in whom the condition is beginning, or is 
not advanced, and for whom it should be 
possible to devise a system of medical and 
other treatment which would obviate the 
recourse to operative measures. The diet 
should be carefully regulated. Meaty foods 
should be reduced to a minimum, for they 
are especially prone to putrefactive change. 
Buttermilk or sour milk, if it agrees, may 
take the place of meat to a large extent, and 
an occasional aperient may be necessary. 
From the time the writer started to study 
stasis he has employed paraffin with greatest 
advantage, and observes that its use has 
extended all over the world, showing the 
immense comfort it affords to those who 
take it habitually. It should be administered 
in sufficient quantity, two tablespoonfuls 
taken thrice a day half an hour before 
meals being usually enough for most peo- 
ple. To avoid the accidents which its use 
not infrequently entails it is advisable that 
the patient should go to the lavatory after 
each meal. In this way two or more soft 
actions of the bowel are obtained daily, and 
any risk of damage to the large bowel from 
hard feces is thereby avoided. It is hardly 
necessary to call attention to this last fac- 
tor when the patient has reached the cancer 
age. Rest in the recumbent position on a 
bed with its foot raised is a very valuable 
adjunct to treatment, for the reason that 
the erect posture, as it is assumed continu- 
ously by civilized man, is largely responsible 
for the tendency to prolapse of the over- 
loaded bowel in chronic intestinal stasis. 
Abdominal massage, respiratory and other 
gymnastic exercises, intestinal vaccines, 
organotherapy, electrical treatment, ioniza- 
tion, lavage of the colon, and thorough erad- 
ication of any secondary infection, such as 
pyorrhea, all play an important part in the 
treatment of this condition. Intestinal anti- 
septics are most valuable adjuncts. What 
is required is a non-toxic substance which 
could be safely introduced into the stomach 
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in sufficient quantity to prevent abnormal 
bacterial activity. It seems that this long- 
sought-for drug may possibly have been 
discovered by Captain Ainslie Walker, who 
has for many years been engaged in this re- 
search. He claims that he has at last 
evolved a benzene derivative, which appears 
to answer all the essential postulates. 





Intraperitoneal Injections in Infancy. 

MITrcHELL (Archives of Pediatrics, May, 
1922) observes that the present popularity 
of this method of introducing fluid is inci- 
dent to the ease of administration, the large 
quantity which may be introduced, to its 
painlessness as compared with other meth- 
ods, and the fact that it is assuredly retained 
and rapidly absorbed. Moreover, injections 
may be repeated frequently. The infant 
will often fall asleep while the fluid is flow- 
ing into the abdominal cavity. In the ab- 
sence of great intestinal distention, adhe- 
sions, or too deep penetration of the needle, 
the danger of penetrating the gut is prac- 
tically non-existent. Backes, however, re- 
ports four cases of purulent peritonitis 
following this procedure, and four children 
out of a total of 61 who were badly shocked ; 
one died in half an hour. 

There have been no complications in the 
many hundreds of injections that have been 
given at the Children’s Hospital. There is 
a danger of infection when these injections 
are given to an infant suffering from 
furunculosis. In cases of bronchopneu- 
monia accompanied by dehydration care 
should be taken not to introduce so much 
fluid as to interfere with respiration; nor 
should these injections be given after recent 
abdominal operations since it is held they 
may cause sloughing of the incision. The 
author reports two such instances following 
operation for pyloric stenosis with intra- 
peritoneal injections. 

The indication for these injections is 
found in any condition accompanied by de- 
hydration, as, for instance, prolonged per- 
sistent vomiting and purging. Fluid lack is 
indicated by high blood specific gravity; 


marked increase in the serum protein; the 
change in the refractive index ; and by more , 
simple tests, as the estimation of the hemo- 
globin, or the red blood cells. Anhydremia 
is readily recognized by the shrunken con- 
dition of the patient; the skin is dry and 
relaxed. 

In infancy there is frequently encountered 
an acute nutritional disturbance following 
severe diarrhea, which presents a definite 
symptomatology consisting of rapid loss of 
weight, severe prostration, feeble circula- 
tion, fever, alteration in respiration, and 
mental irritability or coma. To Marriott 
we are indebted for the most logical ex- 
planation of the symptomatology of the 
condition. Marriott’s views may be sum- 
marized. Due to the excessive water loss 
blood concentration occurs. Because of the 
blood concentration there is failure of 
urinary secretion, with the result that a 
state of uremia exists. When renal func- 
tion ceases there is an acidosis which is due, 
in part at least, to the fact that acid phos- 
phate is not excreted. The decreased 
amount of water in the body available for 
evaporation explains the fever. The deep 
sighing respirations (air hunger, hyper- 
pnea), which are present in the severer 
cases of this toxic condition, are the result 
of the acidosis. 

From what has been said of the etiology 
of this condition the therapeutic indications 
are clear: 

First, prevent water loss by methods 
which tend to check diarrhea. In this con- 
nection it should be remembered that fever 
is not a necessary contraindication to the 
use of such drugs as bismuth and opium. 
It is true that in the beginning of an in- 
testinal disturbance fever is usually an 
indication of the presence of offending 
material in the intestinal tract, the removal 
of which should be encouraged. Later, 
however, rise in temperature may result, as 
Marriott explains, from the excessive water 
loss. 

If dehydration is present, fluid must be 
supplied by a method which permits the 
administration of large amounts of fluid 
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which will be quickly absorbed. In most 
cases this will be by intraperitoneal injec- 
tion. 

If sufficient amount of fluid is furnished, 
acidosis will be prevented, or, if present, it 
may be relieved. Various tests, such as the 
hydrogen ion concentration of the blood 
serum, the carbon dioxide tension in the 
alveolar air, or the amount of sodium 
bicarbonate necessary to render the urine 
alkaline, will demonstrate the presence of 
acidosis and its degree, even before the 
onset of hyperpnea. If hyperpnea is a 
symptom in the case, it indicates the admin- 
istration of alkalies by mouth and perhaps 
the employment of intravenous injections 
of sodium bicarbonate in addition to the 
intraperitoneal injection of fluid. 

The number of times which intra- 
peritoneal injections may be given and the 
length of time over which they may be em- 
ployed is determined only by the extent to 
which fluid may be required by the patient. 
In other words, as long as dehydration 
exists, fluid may be injected into the peri- 
toneal cavity. At times only two or three 
injections will be necessary; at other times 
as many as 20 or 30 injections must be 
given. The interval between injections 
varies from eight to twenty-four hours and 
depends upon the urgency with which fluid 
is needed. If too much fluid has been given, 
edema will develop, the first sign of this 
being puffiness under the eyes. 

The technique of intraperitoneal injec- 
tions: After first ascertaining that the 
bladder is empty and that there is no dis- 
tention, the abdomen is painted with tinc- 
ture of iodine. Physiologic sodium chloride 
solution at a temperature of 100° is now 
put into a sterile glass container which is 
graduated. The bottom of this graduate 
is connected by a rubber tube with a needle 
of 18 gauge having a point beveled at 45 
degrees. The skin of the abdomen in the 
midline about one-third of the way from 
the umbilicus to the pubis is elevated be- 
tween the thumb and forefinger of the left 
hand. The right hand plunges the needle, 
with the solution flowing from it, through 
the abdominal wall. The needle should be 
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pointed in an upward direction and should 
be inserted just through the abdominal wall, 
the thickness of which will differ with the 
individual case. An elevation of the glass 
container of two or three feet above the 
abdomen will be sufficient to cause the 
proper rapidity of flow of the solution. 
When slight abdominal distention occurs 
the needle is withdrawn and a sterile dress- 
ing applied. The left border of the rectus 
may be used as the point of injection if so 
desired. 





The Treatment of Gonococcal Infection 
in the Lower Genital Tract of Fe- 
male Infants and Young Girls. 


Norris and MIKeLserc (Archives of 
Pediatrics, May, 1922) report on the results 
incident to the treatment of 74 cases of 
gonococcal infection. The cervix was nearly 
always infected, but in no single instance 
were the tubes or ovaries involved. In the 
adult an extension was fairly common, 
occurring usually during the menstrual 
period, or after the emptying of the preg- 
nant uterus. Since neither of these proc- 
esses occur in a child, the upward extension 
beyond the cervix is rare. In the young the 
disease is mainly characterized by its per- 
sistence, its failure to respond to curative 
measures, and its recurrence even after an 
apparent cure. 

This recurrence after cure may in part 
be due to an undetected area of infection, 
sometimes within the vagina, and as the 
external genitalia may present no evidence 
of involvement and the discharge practically 
ceases, the films being also generally nega- 
tive, the case is pronounced cured. In a 


‘few weeks or months there will be well- 


marked evidence of a recurrence. The 
frequency of this type of recurrence can 
be greatly lessened by performing a routine 
intravaginal examination with a cystoscope, 
followed by ablation of persistent remain- 
ing foci. 

The authors object to the term vulvo- 
vaginitis, because although owing to the 
immaturity of the vaginal and vulvar cover- 
ing these areas are the seat of an actual 
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infection, they are not the localities in which 
the disease tends to persist after treatment. 
It is most firmly fixed in the cervix, urethra, 
and, in a lesser proportion of cases, the 
Bartholin glands. The latter, however, are 
not as often involved as in the adult, and 
when they are infected the invasion is 
usually limited to the outer portion of the 
ducts. A minute gonococcal macule may be 
found which has a tendency to disappear 
spontaneously. Some of the cases regarded 
as recurrences are really reinfections. It 
may happen that a careless examiner may 
continue a vigorous treatment and keep up 
clinical symptoms by failing to properly 
interpret the Gram stain, or from ignorance 
of the fact that if this stain be not used the 
majority of normal cases show a micro- 
scopic picture strongly suggesting the gono- 
coccus. The authors employ the following 
method for determining whether or not a 
complete cure has been accomplished : 

After the discharge has ceased and all 
evidences of infection on the external geni- 
talia and between the labia have disap- 
peared, the following most important’ part 
of the examination is undertaken. The child 
is placed in the knee-chest or extreme 
Trendelenburg position, the lower bowel 
and bladder having previously been emptied ; 
the cervix and the entire lining of the 
vagina is inspected through a Kelly cysto- 
scope equipped with a small, cold electric 
light. To obtain satisfactory results the 
vagina must be ballooned-out with air. 
This is not difficult, and with the pelvis 
elevated, expansion occurs as soon as the 
cystoscope is introduced through the hy- 
menal opening. If no evidence of infection 
can be detected at this examination, treat- 
ment is continued for one week longer. A 
week is then allowed to elapse without 
treatment, and another examination, again 
employing the cystoscope, is made; if this 
is negative an examination is made two 
weeks later, another examination one month 
later, and a final examination after an in- 
terval of two months. At each examination 
specimens for a bacteriologic examination 
are obtained. 

It has been their experience that gono- 
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cocci are rarely demonstrated in a case that 
is clinically free from evidences of infec- 
tion, as determined by a careful examina- 
tion under a good light, and inspection of 
the ballooned-out vagina with the cysto- 
scope. 

Clinical signs of infection are, however, 
often present when the bacteriologic ex- 
amination by means of films has proved 
negative. As a further safeguard, the 
patient is instructed to return for exam- 
ination twice more, at three months’ inter- 
vals, the understanding being that she must 
return at once should there at any time be 
a recurrence of symptoms. 

As to the technique of treatment, the 
child is placed in the Trendelenburg posi- 
tion, with the hips well elevated and the 
thighs spread widely apart. The external 
genitalia and vulva are cleansed with cot- 
ton moistened with a 1-per-cent oily Dakin’s 
solution (1, part Dakin’s solution and 99 
parts olive oil). About three drachms of 
this solution are then introduced into the 
vagina by means of a large medicine drop- 
per. The instrument known as the “Little 
Jumbo” dropper has proved satisfactory for 
this purpose. The solution is injected into 
the vagina somewhat slowly, after which 
the instrument is quickly withdrawn, and 
the labia held together with the gloved 
fingers for about two minutes. The excess 
of oil is then wiped off. This treatment is 
administered by the physicians twice weekly, 
and the mother is instructed in the method 
of its application. She is furnished with 
three ounces of the solution and a dropper, 
and is directed to apply the treatment night 
and morning. The infectious nature of the 
discharge is explained to her, and she is 
cautioned regarding prophylaxis, and espe- 
cially as to the danger of conjunctivitis. In 
addition, each mother is given a card that 
tells in simple language of the infectious 
character of the disease, how it is spread, 
and the necessity for prophylaxis regarding 
towels, toilet-seats, etc. The importance of 
continuing the treatment until the infection 
is entirely eradicated is also emphasized. 

Intensive treatment of the urethra and 
cervix is generally necessary during the end 
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stages of the disease, and for this purpose 
mercurochrome has usually been employed. 
This treatment is similar in general char- 
acter to that employed for cervicitis and 
urethritis in the adult. Among dispensary 
patients, if a child does not do well under 
the treatment, a social service worker is 
directed to visit the home for the purpose 
of ascertaining if the home treatment is be- 
ing properly administered. If, during the 
course of treatment, the child is not brought 
to the clinic regularly the services of a 
social worker are again enlisted. 

The treatment just described is to be 
recommended because of its simplicity and 
the speed with which it can be applied. It 
is especially valuable for dispensary pa- 
tients; it is painless, and the children soon 
learn this, thus facilitating its application. 

The Dakin’s solution does not keep well, 
and if it shows any cloudiness should be 
discarded. In some cases it is best to begin 
the treatment with 0.5-per-cent Dakin’s 
solution, employing this for a few days, and 
then substituting the 1-per-cent solution. 
The strength of the solution to be used does 
not depend so much upon the character of 
the lesion as upon the age of the patient. 
The 0.5-per-cent solution has, however, less 
curative powers than the stronger solution. 

In cases resistant to the treatment the 
following plan is employed: The patient 
is placed in the extreme Trendelenburg or, 
better, the knee-chest position; the external 
genitalia are cleansed ; a Skene bivalve wire 
urethral speculum is then introduced into 
the vagina. If the lower bowel and bladder 
are empty and the child is in the proper 
position, the vagina will balloon out. 

The vagina is then thoroughly cleansed 
with absorbent cotton moistened in a non- 
irritating, antiseptic solution. A 1-to-10,000 
or 1-to-15,000 potassium permanganate 
solution is satisfactory and is a moderately 
good mucus solvent. This cleansing should 
be done under good illumination, a head 
mirror being employed to throw the light 
into the vaginal canal. The vagina is then 
dried by means of absorbent cotton, fol- 
lowed by hot air, until its lining and that 
of the portio vaginalis assume a glazed 
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appearance. A dentist’s hot-air bulb may 
be employed for the latter purpose. With 
the speculum in place, the child is allowed 
to slip from the knee-chest posture down 
into the Sims left lateral position, with a 
pillow under the hips. The patient is kept 
in Sims’s position with the speculum in 
place, and the vagina ballooned out, for 
from twenty minutes to half an hour. It 
is important to see that the ballooning out 
of the vagina is maintained. If hot air is 
not obtainable, the child should be kept in 
the Sims position a somewhat longer time. 
Thorough drying is essential. As a final 
step the entire vagina, portio vaginalis, and 
external genitalia are liberally painted with 
a 1- or 2-per-cent mercurochrome solution, 
or any other gonococcide that may be 
desired. , 

Intensive treatment to the cervix and 
urethra is also applied. This treatment is 
employed three times a week, and in the 
interval the mother or nurse applies a 1- 
per-cent mercurochrome or a 1-per-cent 
Dakin’s solution twice daily, as described. 
In cases in which the hymenal opening is 
unusually small it is best to incise this mem- 
brane as a preliminary step, thus facilitating 
treatment and aiding drainage. This 
method of treatment has the disadvantages 
of being time-consuming and difficult of 
application unless a certain amount of co- 
operation from the patient can be secured. 

In the case of young infants or highly 
nervous children, it is generally impossible 
to employ this method. It is especially use- 
ful in chronic cases of long standing, where 
the patients have already been treated for 
months or perhaps years. When the treat- 
ment can be properly applied, such cases 
usually clear up in about seven or eight 
weeks. 

Room temperature is deleterious to the 
vitality of the gonococcus; desiccation de- 
stroys the organisms; the ballooning out of 
the vagina smooths out all crypts and folds 
in the vaginal lining, and thus permits a 
very thorough application of the gono- 
coccide; and lastly, and perhaps of chief 
importance, exposure to the action of the 
air tend: very definitely to develop the im- 

















mature squamous epithelium. After two 
weeks’ treatment by this method, develop- 
ment of the lining membrane is usually 
quite evident. Every gynecologist has ob- 
served the thickening that occurs in the 
surface epithelium of the vagina and of the 
cervix in cases of prolapse, and the skin- 
like appearance of these areas after they 
have been exposed to the air for prolonged 
periods. 

It should be remembered that true gono- 
coccal vaginitis is comparatively infrequent 
in the adult. It is true that a vaginitis is 
present at times in those cases in which 
the vagina is constantly exposed to the 
action of irritating discharges, such as may 
result from suppurative cervical lesions. 
In these cases, however, the vaginitis is 
probably due largely to constant drenching 
with the irritating and toxin-laden exu- 
dates, and soon disappears when the dis- 
charge from the cervical lesions is arrested. 
In this connection we may refer to the clin- 
ical fact that gonococcal vaginitis is rarely 
observed in patients over fourteen years 
of age. 

The authors report on 63 cases. The 
average period required to obtain a cure in 
this series was twelve weeks. There were 
about 12 per cent of recurrences in the 
entire series. As to results of treatment 
obtained by the hot-air method, of eleven 
cases there were two recurrences, and an 
average of eight weeks was required for 
treatment. The number of consecutive 
negative film examinations averaged 12. 
Time free from clinical symptoms averaged 
six months; shortest three months, longest 
24 years. 





War Wounds in Relation to Life 
Assurance. 

The following report taken from the 
British Medical Journal of May 20, 1922, 
is of value as bearing upon the problems 
which in this country seem to remain un- 
settled : 

At a meeting of the Assurance Medical 
Society on May 10, with the President (Dr. 
R. A. Young) in the chair, a discussion 
took place on “War Wounds in Relation to 
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Life Assurance.” A similar discussion was 
held in the society three years ago, when a 
table was presented by Mr. McAdam 
Eccles (Transactions of the Society, 1919) 
containing certain suggestions for the ac- 
ceptance, with or without load, or the 
rejection of lives damaged in the war. 

Mr. McAdam Eccles said that later ex- 
perience had proved the necessity of very 
few corrections in that table. He had 
urged that all cases of penetrating gunshot 
wounds of the head which gave rise to 
mental changes or fits should be rejected, 
but perhaps this was too sweeping a counsel 
so far as the fits were concerned. It was 
possible also that some would take excep- 
tion to his advice that cases in which there 
had been fracture of the skull, with opera- 
tion, loss of bony substance, visible pulsa- 
tion, but no serious symptoms, might be 
accepted, with a debt, according to the 
nature of the case. Quite a number of 
such cases had now had the gap in the bone 
filled up by bone taken from elsewhere in 
the body, and some of the patients had been 
completely restored to their normal, with 
no headache, fits, or obsessions of danger, 
and no want of concentration. He would 
be inclined to accept such cases at ordinary 
rates if they had had three years of good 
health from the time of the operation. In 
fractures of the base of the skull, the result 
of aeroplane accidents, there were cases in 
which the proposer had apparently suffered 
little permanent damage as a result of the 
injury, and some of these cases might be 
accepted at small load, or even at ordinary 
rates. He adhered to his original recom- 
mendations with regard to gunshot wounds 
of the neck, that when there was no per- 
manent disability the case should be ac- 
cepted at ordinary rates, when there was 
need for a tracheotomy tube the case 
should be rejected, and when there was 
slight damage to larynx or injury to the 
large vessels or nerves there should be a 
load of three to five years; he would add, 
however, that in this last category care 
should be taken that there were no resulting 
symptoms of the injury, such as a trau- 
matic aneurism, which might give rise to 
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an embolism, causing hemiplegia. In his 
original suggestions with regard to injuries 
to the abdomen, he had omitted those cases 
in which the spleen had been removed for 
injury; many of these recovered entirely, 
and if there was not a defiinte history of 
removal of the spleen it would be difficult 
to tell that the organ was missing. The pro- 
posers might be accepted at ordinary rates 
three years after complete recovery, but in 
any case where examination of the blood 
showed a want of return to the normal a 
load of five years, or even rejection, must 
be advised. He also raised the question 
of cases in which there had been amputa- 
tion of both upper or lower extremities— 
whether these should be accepted, and if so, 
at what load. In conclusion, he reminded 
the society that all the men concerned had 
served their country well, and should have 
every consideration when they presented 
themselves for assurance. 

Mr. G. E. Gask dealt with war wounds of 
the chest and their prognosis in relation to 
life assurance. He thought that wounds of 
the parietes without injury to the internal 
viscera need not be considered as having 
impaired the life; also that the vast major- 
ity of men who had suffered from perforat- 
ing wounds of the chest unaccompanied by 
retention of a missile or the formation of 
an empyema were now completely cured 
and might be considered as sound lives; but 
that men who developed an empyema fol- 
lowing a wound of the chest ran a grave 
risk, and he thought the actual damage 
comparable to that resulting from an em- 
pyema which followed an attack of pneu- 
monia. In assessing their life value it 
must be remembered that they had success- 
fully passed through a severe illness, and 
that the efficiency of one lung might have 
been permanently impaired. Perforating 
wounds associated with a persistent em- 
pyema-sinus or retention of pus in the chest 
constituted a grave risk to life, but the 
number of men now suffering from this 
condition must be very small. As for re- 
tained missiles, a missile which had remained 
for four or five years embedded in the mus- 
cles was not likely to give rise to trouble. 
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A missile lodged in the lung or mediastinum 
must be considered an added risk to life, 
and a piece of metal with jagged edges was 
more dangerous than a smooth bullet. 

Dr. Aldren Turner spoke of gunshot in- 
juries to the head in relation to epilepsy. 
There were two groups of epilepsies to be 
considered: (1) Genuine traumatic epilepsy 
with definite brain lesions, and (2) the less 
common group in which epilepsy occurred 
without obvious injury of the brain. This 
second group was the more difficult to con- 
sider from the point of view of prognosis 
and treatment, and in war cases from the 
point of view of attributability. In the 
first group most of the cases had hemi- 
plegia or some definite evidence of lesion 
of the central nervous system, and there 
was no difficulty at all in adjudicating direct 
attributability in epilepsy of this type. The 
fact that a man who had had a gunshot 
injury to his head with brain lesion devel- 
oped a traumatic epilepsy a few months 
later was a reason, he thought, for granting 
the full disability pension irrespective of 
whether any member of the man’s family 
had had epilepsy. It had been possible to 
divide a series of cases presented to a medi- 
cal board into traumatic epilepsy of an 
idiopathic character and epilepsy of the 
Jacksonian type. In nine cases out of 
eleven Jacksonian epilepsy had been cured 
by operation, which showed that the con- 
dition was not epilepsy in the strict accepta- 
tion of the word, but a cortical irritation 
due to a definite lesion. It was held by 
Sargent that it was due to a vascular change 
occurring periodically at the seat of injury. 
In many cases the brain was anchored to 
the cicatrix, and a change in the position 
of the head might lead to an epileptic seiz- 
ure. Out of 18,000 cases of gunshot in- 
juries to the head under the care of the 
Ministry of Pensions, only 800 (or 4% per 
cent) had developed traumatic epilepsy, a 
proportion very similar to that obtaining in 
the Franco-Prussian war of 1870. The 


smallness of the relative number suggested 
that research must be carried farther afield, 
and an attempt made to discover how this 
epilepsy occurred, and whether there was 

















any hereditary and constitutional disposi- 
tion. He could not help coming to the 
conclusion that in this particular form of 
traumatic idiopathic epilepsy following upon 
gunshot injuries with organic lesion of the 
brain, the epilepsy was really a symptom of 
an inherited or inborn neuropathic condi- 
tion. From the point of view of assurance, 
these cases ought to be regarded as idio- 
pathic epilepsy was regarded in civil life— 
namely, as not uninsurable, provided other 
conditions were normal. 

Dr. Otto May asked whether Dr. Turner 
had had any experience of epilepsy arising 
after, and possibly caused by, injuries to 
parts of the body other than the head. In 
a case of fracture of the leg, when there 
was no obvious head injury nor loss of 
consciousness, the person concerned had his 
first epileptic fit five months after the acci- 
dent, and had had five or six since; there 
was no family history, and the only thing 
to be detected on examination was a certain 
tremulousness of the face muscles, which 
made him think of the possibility of a 
syphilitic condition, precipitated by the 
shock of the accident. 

Dr. Ogier Ward asked what was to be 
done in cases in which missiles remained in 
the limbs—embedded in the head of the 
tibia, for instance, or in the cavity of the 
long bones. As for the loss of two limbs, 
it used to be remarked that one never saw 
a man who had undergone a double ampu- 
tation survive to old age. That might have 
been due to the great drain upon his vitality, 
in preaseptic days, from the shock of the 
operation. There was still shock under 
anesthesia, though, of course, the patient 
did not feel it, and it was a question how 
far it reacted on the constitution. 

Dr. A. Charles Gray asked whether a 
man who had lost one or both lower ex- 
tremities should be definitely loaded, and 
whether there was increased risk of acci- 
dent or of ill health. Dr. H. W. Collier 
gave an interesting account of two cases in 
which fits occurred after head injuries 
sustained in aeroplane crashes. The first 
fit occurred in one case as long as four 
years and in the other as long as six years 
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after the accident. 
tested Mr. Eccles’s advice, in wounds of the 
head and face, to reject a ease in which 
there had been depressed fracture and no 


Dr. G. G. Howitt con- 


operation. He thought that it all depended 
upon the position of the depressed fracture. 
Dr. Sanderson, of the Ministry of Pensions, 
said that experience in his department bore 
out the general reliability of Mr. Eccles’s 
table. Certain researches had been carried 
out on the after-effects of gunshot wounds 
of the head, chest, and abdomen, but these 
were not yet published. Not many cases 
were available, and it was surprising that 
the resulting injury seemed to be very much 
less than might have been anticipated; it 
was difficult even to secure the men’s attend- 
ance at hospital. He had found no obvious 
connection between gunshot wounds in the 
chest and liability to tuberculosis. 

The president spoke with regard to Mr. 
Gask’s five categories of chest wounds. 
Cases which had had wounds of the parietes 
without injury to the internal viscera he 
would accept without any load at all. Per- 
forating wounds of the chest, without re- 
tained missile or formation of empyema, 
would make him look closely to see what 
degree of adhesions or limitation of lung 
movements had occurred, and if there were 
any such he would be inclined to put on 
a slight load. The same applied to perfor- 
ating wounds which were complicated by 
the formation of an empyema, now soundly 
healed. He would reject cases of perfor- 
ating wounds associated with a persistent 
empyema-sinus or retention of pus in the 
chest; and in cases with retained missile 
he would be guided by the result of an 
4“-ray examination. 

Mr. McAdam Eccles, in replying on the 
discussion, agreed with Dr. Aldren Turner 
that in traumatic (possibly called idiopathic) 
epilepsy one generally found, on careful 
investigation, a previous family history, not 
necessarily of epilepsy, but of some nerve 
condition, and that the true Jacksonian 
cases were much better from the point of 
view of life assurance than the traumatic 
(idiopathic) ones. In answer to another 
point, he had not seen a single case of 
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retained foreign body in a lung which had 
developed tubercle. There were cases of 
damage to the lung in which tubercle had 
come on afterwards, but tubercle was such 
a common disease that it might have devel- 
oped in any case. He agreed with Dr. 
Howitt that a case in which there was a 
depression over the frontal region, particu- 
larly the frontal sinus, which led to no 
symptoms at all, might be taken at ordinary 
rates; but he was always chary of a de- 
pressed fracture. As for the amputation of 
the lower extremities, any increased risk of 
accident was counterbalanced by the like- 
lihood that a man who had thus suffered 
would take extra care; but the important 
factor was the narrower opportunity of 
healthy exercise in such cases. The great 
danger of missiles retained in the limbs 
arose from sepsis, sometimes arising on the 
occasion of a trivial operation after every- 
thing had been apparently quiescent for 
years. 





End Results of the Stoffel Operation in 
Cases of Spastic Paralysis. 

Gitt (Archives of Pediatrics, May, 
1922) notes that in cases of spastic 
paralysis the absence of cerebral control 
causes the larger and stronger muscles of 
a limb to overcome their feebler antagon- 
ists, producing a deformity which at first 
is functional but which later 
anatomical. 

The deformity is manifested in the upper 
extremity by flexion of the elbow, the wrist 
and fingers, and by pronation of the fore- 
arm; in the lower extremity, by flexion of 
the knees, by adduction of the thighs, and 
by plantar flexion of the feet. 

The degree of contracture and disability 
varies widely. In some cases there is total 
absence of active motion, in others there is 
partial motion. Certain patients have al- 
most normal range and power of active 
motion, but experience difficulty in origi- 
nating motion due to feeble cerebral con- 
trol. Children, who are affected with spas- 
tic paralysis, in the majority of cases, show 
a greater or less degree of mental deficiency, 
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while a few are idiotic. Some of these 
patients never learn to walk, some walk 
with assistance, others walk fairly well, but 
with a scissors gait, and with their heels 
not touching the ground. Some improve- 
ment can be secured in practically all who 
are not idiots, and very marked improve- 
ment can be secured in many. Children 
who have not walked are enabled to do so. 
Those who have walked but poorly can be 
made to walk better. In the upper ex- 
tremity partial function can be restored, 
and existing function improved and un- 
sightly deformity removed. These patients, 
therefore, may be rendered useful mem- 
bers of society, and the burden of their 
care may be removed from their families 
and the community. 

The objects of operation and treatment 
are to restore or improve function, to cure 
unsightly deformity, and to relieve pain- 
ful muscle spasm. Preliminary treatment 
by stretching of the shortened muscles and 
by fixation of the member in plaster splints 
to relax the overstretched muscles and to 
maintain the lengthening of the shortened 
ones is desirable where the social conditions 
will permit, and particularly in those cases 
in which no measures have been employed 
to prevent deformity. 

In spastic paralysis the element of spas- 
ticity far outshadows that of paralysis. A 
complete paralysis is rarely present. All 
muscles ars spastic, but the strong muscles 
overcome their weaker antagonists and pro- 
duce a deformity. These weaker muscles 
are further weakened by overstretching and 
by being put in a bad mechanical position. 
The stronger muscles become more spastic 
by approximation of their ends. The ob- 
ject of the Stoffel operation is to create a 
muscular balance of power by reducing the 
amount of innervation to the stronger mus- 
cles and to break in part the vicious circle 
of the peripheral reflex arc which produces 
the spasticity. The brain is then able in 
many cases to reéstablish more or less con- 
trol over the peripheral arc, and to initiate 
and control motion. 

The Stoffel operation consists of the ex- 
cision of a portion of the nerve supply to 

















the strong and contractured muscle groups 
in order to produce a partial or complete 
paralysis of certain of these muscles suffi- 
cient to cause a balance between them and 
their antagonists. It is, therefore, a partial 
selective neurectomy. The chief element in 
the operation is the matter of judgment as 
to how complete a neurectomy should be 
performed. This is largely a matter of 
experience, and until this experience has 
been attained too little should be done 
rather than too much. It is always possible 
to return and excise an additional portion 
of the nerve supply if necessary. 

The nerve is exposed, freed from sur- 
rounding tissue, and partially retracted out 
of the wound. It is then separated into its 
constituent bundles and these are tested 
with the electrode. The component parts 
usually occupy the same relative position in 
the nerve. Very slight electric stimulation 
should be employed, as this will cause mus- 
cle contraction and avoid the danger of 
stimulation of contiguous nerve bundles. 
The nerves which supply certain muscles 
are then excised in whole or in part, ac- 
cording to the necessity of the case. 

Under the anesthetic it is usually found 
that contractures have disappeared because 
they were spastic and not atrophic as are 
those of poliomyelitis. If contracture re- 
mains during full anesthesia, tendon length- 
ening or forcible stretching or tenotomy 
will be necessary in addition to nerve 
resection. 

If tendon lengthening or stretching has 
been necessary, the extremity must be placed 
in a plaster cast in an overstretched posi- 
tion. If this has not been necessary, no 
method of fixation of the extremity is used. 
The patient is allowed to move the mem- 
ber as freely as he desires. It is remark- 
able at times to observe how, on the day 
following the operation, all deformity has 
disappeared and there is present active mo- 
tion which was not possible before opera- 
tion. 

Not every case of spastic paralysis is 
suitable for the application of the Stoffel 
operation. Those are most suitable in 
which there is a fixed deformity or in 
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which there is painful muscle spasm, those 
cases which have a mild deformity which at 
times disappears but for the most part is 
present. These may be benefited by an 
excision of some part of the nerve supply 
to the flexor muscles. Cases in which the 
operation is contraindicated are those which 
have athetosis, marked mental deficiency, 
severe grades of Little’s disease, progres- 
sive spinal degeneration in adults. These 
limitations apply to both children and adults. 
It seems likely that certain cases of hemi- 
plegia in adults may be benefited by this 
operation. 





Torsion of the Spermatic Cord and 
Gangrene of the Testicles. 


McKay (Southern Medicine and Surgery, 
May, 1922) reports two cases of this rare 
accident. He refers to O’Connor’s article 
in 1919, who could find but 124 cases 
reported in all literature. He alludes to the 
two types, the acute and the recurrent, and 
to the fact that they are so often incorrectly 
diagnosed as epididymitis, orchitis, or 
strangulated inguinal hernia. A definite 
diagnosis of strangulated hernia was made 
in over 50 per cent of the reported cases 
where vomiting was present. 

Torsion may occur at any age, but in the 
majority of cases it occurs at the age of 
puberty. 

Seventy cases have been reported on the 
right side as against fifty-four on the left. 
The various authors agree that torsion is 
dependent upon two factors: Abnormal 
attachment of the testicle to the spermatic 
cord or abnormally spacious sac formed by 
the tunica vaginalis in which the testicle is 
suspended, causing what is called a movable 
or floating testis; a sudden or violent 
contraction of the cremaster muscle. 

The subjective symptoms are not unlike 
those of any inflammatory condition of the 
scrotal contents and will not, as a rule, lead 
to a diagnosis per se. Pain is a constant 
symptom, varying in degree, and is usually 
high up in the groin along the course of the 
spermatic cord. 

Nausea and vomiting may or may not be 
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present and can be dismissed as a possible 
aid to a diagnosis. 

Swelling of the scrotal contents with 
marked edema extending to the opposite 
side of the scrotal partition is fairly con- 
stant. The shortening of the cord by the 
twist gives the scrotal contents the appear- 
ance of being pulled up into the groin. 
Tenderness is a most important symptom, 
but it is not as acute as in the infectious 
processes occurring in this region. 

The author regards as the most valuable 
points of differential diagnosis : 

Elevation of the scrotal contents as if it 
were pulled up into the inguinal region. 

Marked edema -extending across the 
septum, giving the appearance of encroach- 
ing upon the other testicle. 

Mild degree of tenderness as compared 
with acute infectious processes of the 
scrotum. 

A few cases are on record in which 
detorsion has been successfully performed 
when seen within a few hours after onset. 

If the testicle can be saved and the circu- 
lation is not permanently interfered with, 
orchidopexy can be done. Eversion of the 
tunica vaginalis is usually sufficient. 

In any case in which gangrene, necrosis 
or any permanent circulatory obstruction is 
met, removal of the testicle and as much of 
the cord as is indicated should be done. 





After-care, Course and Complications 
in Duodenal and Gastric Ulcer. 


Peck (American Journal of Surgery, 
June, 1922) after operation allows his pa- 
tient to be put in any comfortable position. 
He employs the Gatch bed, which permits 
of a half-sitting posture, within a few 
hours, alternating with the flat position and 
side positions from time to time. Peck 
gives one-sixth of a grain of morphine 
before recovery from anesthesia, repeating 
at intervals in case of need; rarely more 
than three, or perhaps four, doses in all in 
the first twenty-four hours. It is not often 
required during the second day until late in 
the afternoon, when an injection tides over 
the early evening; and a second one during 
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the night, as a rule, is sufficient. An injec- 
tion on the third night usually terminates 
the need for morphine. The author feels 
it is much more harmful to allow the pa- 
tient to become exhausted and excited by 
pain and discomfort than to permit a rea- 
sonable amount of comfort from the 
sedative. 

He gives rectal injections of 5-per-cent 
glucose, 8 ounces every six hours for the 
first two days, and three times a day on 
the third day, these injections being dis- 
continued as soon as fluid is begun by the 
mouth in sufficient quantity. 

The first day the mouth and lips are 
swabbed with cold water, but the patient 
is not encouraged to suck ice. The second 
day water is given in small quantities, grad- 
ually increasing. On the second day liquids 
are given and slowly increased in quantity 
day by day. Soft solids may be given the 


‘eighth day. On the twelfth day the patient 


is on light special diet. 

The first dressing is usually on the sixth 
day, when the skin sutures are removed. 
Silkworm-gut stay sutures are left until the 
twelfth day. 

Occasional late abscesses develop in the 
abdominal wall. These are treated by open- 
ing with thumb forceps, in the line of 
incision, and evacuating the exudate, with- 
out drainage. 

Peck states that the old idea that the 
gastroenterostomy contracts and 
closes, in. the presence of a patent pylorus, 
has been abundantly refuted by late 
roentgenological studies, and occasional 
secondary operations. It does occur, of 
course, in exceptional cases. A technique 
that insures accurate and complete apposi- 
tion of the cut edges of gastric and intes- 
tinal mucosa offers the best assurance 
against this contracture. As for operative 
complications, persistent vomiting is usually 
relieved by gastric lavage and prolonged 
administration of fluid by the rectum. 
Acute dilatation in varying degree is com- 
mon and is relieved by prompt and repeated 
use of the stomach tube. 

Peck states that the most important point 
relating to after-care and complications is 
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proper selection of the operative procedure 
and proper care and skill in its execution. 
If this aim has been attained few cases will 
cause anxiety from postoperative compli- 
cations or much trouble as to the after-care. 
In no field of surgery are results more sat- 
isfactory and relief of symptoms more per- 
manent than in benign duodenal and gastric 
ulcer. 





Treatment of Non-encapsulated Brain 
Tumors by Extensive Resection of 
Contiguous Brain Tissue. 


Danpy (Johns Hopkins Hospital Bulletin, 
May, 1922) notes that gliomata comprise 
probably 80 per cent of brain tumors; they 
are never encapsulated, some are circum- 
scribed, others infiltrating. Until just lately 
the fact that they invariably recurred has 
rendered operative procedures apparently 
hopeless. In recent work, however, he has 
made trial of careful resection, en masse, 
of a zone of normal brain tissue with the 
tumor in the center and has removed an 
entire right or left frontal lobe without any 
observable mental or other after-effect. 
Whole right temporal or right occipital lobes 
have been removed with only a contralateral 
homonomous hemianopsia. In two instances 
it has been necessary to resect the right 
temporal and the occipital lobe. Practically 
complete resection of one or two lobes of 
the cerebral hemispheres has been done in 
about ten instances, but partial resection of 
a lobe with the tumor is frequently all that 
is ‘necessary. The exact amount of brain 
tissue which must be removed depends: on 
the position, size, and character of the 
tumor. Partial or even complete resection 
of lobes of the brain entails very little 
operative risk. The two largest resections 
were done when the patients were uncon- 
scious, and complete recovery followed. 

Similarly, gliomata of the cerebellum can 
be removed by resecting large portions of 
the cerebellum. Three times the entire 
vermis has been removed and no symptoms 
have, followed. Two boys, ten years old, 
are well and working, four years after 
removal of the tumor together with all of 
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the vermis and about half of each lateral 
lobe of the cerebellum. What parts and 
how much of the cerebellar lobes can be 
removed without symptoms the author is 
not prepared to say. Resections of the 
cerebellum are more serious than those of 
the cerebrum, but in adults there has been 
a very low mortality. 

Whether gliomata of the cerebrum or 
cerebellum can be permanently cured by 
this method, time alone must determine. 
Several patients are living and well three 
and four years without signs of recurrence. 

One cannot always tell from the surface 
appearance of the tumor whether a com- 
plete resection will be possible. It has 
never seemed advisable to resect the leg 
center of the pre-Rolandic area, but in 
several cases the face area and occasionally 
the arm center has been removed. Three 
times it has been necessary to remove 
Broca’s area, apparently completely, and to 
a depth of 2 to 3 cm. Although a complete 
motor aphasia appeared at once, the speech 
began to come back in a week or ten days 
and gradually returned to normal. In two 
cases the left occipital lobe has been 
resected, but not far enough forward to 
produce visual aphasia. It has never 
seemed justifiable to attempt to cure a 
patient of a tumor by resection of the left 
temporal lobe. In several cases the various 
ventricles of the brain have been resected. 
If.the dura and scalp are closed very care- 
fully, the open ventricle will do no harm. 
When tumors in the cerebral hemispheres 
are localized before paralyses develop, they 
can be removed without causing paralyses, 
and if paralyses are present at the time of 
operation, these will usually become less 
after the tumor has been removed. The 
value of early localization of the growth is 
self-evident. 

The removal of these large areas of brain 
tissue is made possible by the application of 
Dr. Halsted’s well-known principles of care- 
ful handling of tissues and painstaking 
hemostasis, so that loss of blood is pre- 
vented as far as possible. 

Dandy further reports the localization and 
removal of a tumor of the third ventricle in 
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a man twenty-four years of age, the only 
symptoms being those referable to intra- 
cranial pressure. 

By cerebral pneumography it was deter- 
mined that each lateral ventricle was greatly 
enlarged, but there was no communication 
between them. Hence it was concluded that 
there must be a tumor in the third ventricle 
and occluding each foramen of Monro; that 
the tumor must be small, because neither 
ventricle was dislocated away from it. A 
large bone-flap was turned down as in a 
pineal approach, and the corpus callosum 
split posteriorly for about 5 to 6 cm. The 
right lateral ventricle was then opened 
through the mesial wall at the septum 
lucidum. No tumor could be seen; the 
right foramen of Monro seemed normal on 
inspection from this lateral ventricle, but a 
probe would not pass through it, an obstruc- 
tion being encountered in the third ventricle. 
The foramen of Monro was then widened, 
and a small encapsulated, spherical tumor, 
about 1 cm. in diameter, easily shelled out 
in toto. The tumor was of ependymal origin. 
The patient recovered. Without cerebral 
pneumography localization of the tumor and 
consequently its removal would have been 
impossible. 

Bearing on cerebral ventriculoscopy, he 
states that on two occasions it has seemed 
advisable to inspect a lateral ventricle. This 
was done in one instance through a small 
cystoscope, and in a second an attempt was 
made with the help of a small operating 
ventriculoscope to remove and fulgurate the 
choroid plexus. Both operative attempts 
were only partially successful, because the 
instruments, in their relatively primitive 
construction, were not quite adaptable, and 
it therefore became necessary to remove the 
plexus in the usual way. The inspection of 
the ventricles was all that could have been 
desired. It was possible to see practically 
the entire extent of the lateral ventricle, the 
foramen of Monro, the septum lucidum with 
numerous perforations in it, and the entire 
extent of the choroid plexus including the 
glomus. The blood-vessels in the wall of 
the ventricle were easily visible. In one 
instance, he could distinguish the opening of 
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a defect in the wall of the ventricle—the 
mouth of an encephalocele. The indirect 
means of determining the intracranial con- 
tents are now so satisfactory that ventri- 
culoscopy will be indicated only occasionally. 
There may, however, at times be cases in 
which a direct inspection will be useful. 
How useful the operating ventriculoscope 
will be can scarcely be predicted. Dandy 
has used both air and water as media in the 
ventricles ; the former, which can be easily 
introduced, is by far the better. For 
inspection alone the instrument introduced 
into the ventricle need be little larger than 
the ordinary ventricular needle. 





Acute Mastoiditis. 


QuiTTNER (Ohio State Medical Journal, 
June, 1922) concludes a brief article on this 
subject, with case reports, as follows: 

Early paracentesis in indicated cases, 
those in which the drum is bulging and 
landmarks are gone, with complete rest in 
bed, does make for a quick return to the 
normal and is a helpful preventive of mas- 
toiditis. 

Unless urgent progressive symptoms 
warrant, it is better to operate in the second, 
third or fourth week than earlier, for two 
reasons: first, the condition may subside, 
and second, the inflammatory resistance wall 
has formed and after operation extension 
is less likely. 

When a case is very bad from the begin- 
ning, as with definite meningeal symptoms 
or labyrinthian septic involvement or lateral 
sinus affection, it may be said that operation 
may not stop the progress of the disease; 
and more than likely the extension is by way 
of the blood current (as mentioned earlier) 
or, what is also a proved possibility, a 
natural hiatus may exist leading directly to 
the dura, and the infection thus rapidly 
reaches the meninges. 

In a postauricular subperiosteal abscess 
from mastoiditis the picture is out of pro- 
portion to the danger, for there the cortex 
has broken through and the pus has an 
outlet. Also it may be noted in this 
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connection that, particularly in infants, this 
is the first evidence of mastoid trouble. Do 
not incise the swelling, letting out the pus, 
and rest secure; for while occasionally the 
case may get entirely well from a simple 
incision alone, more often the cortical sinus 
or middle ear will not heal. A mas- 
toidectomy is indicated in every case. 

In the diagnosis of acute mastoiditis 
during the third or fourth week, consider 
a profuse discharge; a pendulant sagging 
drum with or without nipple projection; a 
pulsating pus appearing under pressure in 
the drum perforation; a sagging of the 
posterior superior wall of the canal; 
lateralized headache, lack of pep, occa- 
sional temperature, sleeplessness, persistent 
mastoid tenderness, especially in the mid- 
posterior portion where the emissary vein 
of the lateral sinus is situated, or persistent 
tenderness high up over the antrum region 
near the meninges; some thickening of the 
skin or periosteum; or obliteration or filling 
up of the posterior auricular fold. These 
symptoms im toto or one alone may mean 
much. Careful thought in their presence 
should be given as to mastoid interference. 

The #-ray, as an aid in diagnosis, is in 
itself of no value. As an aid in conjunction 
with symptoms or history it may be of use 
but cannot be relied upon. It will show the 
extent of the mastoid cells or the 
situation of the lateral sinus; but for an 
interpretation of the amount of necrosis or 
its situation, most often it will tell nothing. 
Every early otitis media shows a cloudy 
mastoid picture. Again, if there has been 
a previous ear affection (mastoid), healed 
and forgotten, the picture may misguide us 
or tell nothing. 

Lice in the hair, external otitis, or ery- 
sipelas may give swelling, temperature and 
tenderness over the mastoid and must be 
borne in mind in making a differential 
diagnosis. 

The nature of the infection is of value in 
coming to a decision when to operate. 
Slight symptoms with a streptococcus hemo- 
lyticus in the ear discharge may be of more 
significance than greater symptoms with a 
staphylococcus infection. 
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Odor, in an ear discharge in acute cases, 
has no real significance; but if it begins to 
disappear it may be of favorable moment in 
prognosis. 

In the course of an acute purulent otitis 
media, other organs in the body may com- 
plicate the clinical picture or misguide one. 
In childhood, particularly, a pyelitis may be 
coexistent, and unless one is on guard the 
temperature may be attributed to the ear 
and cause worry and confusion. 

The leucocyte curve is of significance and 
following its indication is often a great help. 

In an infant, meningeal symptoms may 
usher in an attack of acute purulent otitis 
media, and may be relieved immediately by 
incision of the membrana tympani. 

A receding drum membrane with lessen- 
ing discharge, a mucoid whitish discharge 
gradually appearing from a previous yellow 


pus, a drum beginning to show its land- 


mark, all other symptoms being equal, 
foretell a prognosis of return to normal and 
healing ; and until then all cases should be 
under observation. 





Postoperative Complications of the Sub- 
mucous Resection and Their 
Treatment. 


ScHWARTZ (American Journal of Sur- 
gery, June, 1922) regards submucous re- 
section as the most popular of all forms of 
surgical intervention designed for the relief 
of obstructions of the nose or to give access 
to the nasal accessory sinuses and Eustach- 
ian tubes. Where obstruction actually exists 
and is removed by septal resection the re- 
sults are satisfactory. There are, however, 
other cases which are relieved only by the 
removal of hypertrophied posterior tips of 
the inferior turbinates. 

The author notes that perforation of the 
nasal septum is a sequel far more common 
than is generally recognized. Perforation 
may at times appear many months after the 
operation. In itself this perforation is not 
of large moment. If it cannot be closed 
and annoys it should be made large. Ad- 
hesions between the septum and _ lateral 
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nasal walls are frequently observed follow- 
ing operation. These are incident to lack 
of postoperative care and may cause ob- 
structive or reflex symptoms. For their 
cure division of the adherent mucosa alone 
is not sufficient, but removal of all the 
excess of mucosa and at times the removal 
of turbinate in contact with the septum is 
called for. 

The collection of blood between the 
mucous membrane flaps is sometimes an 
annoying postoperative complication. This 
should be removed. The after-effects of 
this complication are occasionally unpleas- 
ant. A permanent thickening of the sep- 
tum may remain; or a thickening which 
causes a partial obstruction and may last 
many months before being completely 
absorbed. 

The development of septal abscess usually 
occurs within the first three days, character- 
ized by swelling, heat and redness and rapid 
extension until nasal respiration is impossi- 
ble owing to obstruction incident to the 
swelling. 

Constitutional symptoms are usually well 
marked and progressive. The author ad- 
vises free drainage, and points to the dan- 
ger of meningitis where prompt measures 
are not begun. 

Secondary hemorrhage, which may come 
on a week after the operation, is best con- 
trolled by packing. There are no fatalities 
reported. 

When too much cartilage has been re- 
moved, or because of suppuration the struc- 
ture has been largely destroyed, the results 
are disheartening. In many of these cases 
the nose lies flat against the face and the 
flabby mass offers no resistance whatever. 
Others, even where lues has been definitely 
excluded, present a typical saddle-nose. 

The only remedy afforded is by car- 
tilaginous transplant. The operation some- 
times lights up a malignant sinusitis, usually 
allayed by palliative local treatment. 

Acute follicular tonsillitis is a frequent 
complication, detected by examination of 
the throat when constitutional symptoms 
denote general or local infection. 

Acute otitis media, either catarrhal or 
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suppurative, may occur as long as _ post- 
operative obstruction exists. There is re- 
actionary swelling in the nares, and if the 
patient attempts to forcibly rid the nose 
of its contents the secretions may be forced 
along the Eustachian tube. Inflation should 
be avoided and local astringent applications 
made about the Eustachian orifice. 





Treatment of Chronic Ulcer of the 
Stomach and Duodenum. 


Cuar.es H. Mayo (American Journal of 
Surgery, June, 1922) observes that from 
the surgeon’s standpoint the average period 
of time of symptoms before the patient is 
seen by the roentgenologist is nine and 
one-half years. Some patients come in the 
first year or two, and a great many come 
after twenty or thirty years. 

He points out that 80 per cent of these 
patients have low systolic blood-pressure, 
and that in these the lesions are due to 
embolic infarction. Mayo observes that in 
a clinic in which general examinations are 
made it is surprising to find how many 
patients have ulcers of the stomach without 
symptoms, except the most trivial, referable 
to the stomach. In some of these patients 
cancer of the stomach develops. Such 
patients are pale, anemic, and altogether 
present such a characteristic picture that a 
diagnosis can be made almost as they enter 
the room. They do not complain of pain: 
they say, ‘““My friends have insisted on my 
coming to the doctor because I have lost my 
appetite and thirty-five pounds in weight in 
the last three months.” Invariably the 
cancer, in such cases, is far beyond surgical 
intervention. Only about 22 per cent of 
patients with ulcer have a history of bleed- 
ing. If the ulcer is not excised or destroyed, 
a certain percentage, at least, will bleed 
again after gastroenterostomy or operation 
on the pylorus. 

Different methods have been advanced for 
the relief of ulcer cf the stomach and 
duodenum. During the period before the 


Roentgen-ray diagnosis had been developed 
accurately, and even since, operation has 

















been performed if there were symptoms, 
whether or not proof of the ulcer existed. 
In the clinic they have cut off more than 300 


Most of these had 
been made elsewhere; a few, however, were 
second operations on their own patients in 
which operation had been performed in the 
early days of the procedure. The Heinecke 
and Mikulicz crosscut of the pylorus, 
developed at that time, did not prove 
satisfactory. The Finney operation for 
enlarging the caliber of a strictured pylorus 
has resulted in great benefit in many 
instances. In cases in which a pyloroplasty 
seems advisable a test of the gastric diges- 
tive juices is of value. The extent of an 
operation for the relief of ulcer should be 
considered carefully, since indications for 
surgery alter with changes in the condition 
‘of the patient. A Finney pyloroplasty 
should not be made when a gastroenteros- 
tomy can be made with greater safety, and 


gastroenterostomies. 


CORRESPONDENCE 





683 


the reverse is often true. In a case with 
high acidity the gastroenterostomy allows 
enough of the alkaline digestive fluid of the 
duodenum to enter the stomach to lower its 
acidity 40 per cent. The environment of the 
bacteria which existed in the ulcer, perhaps 
for years, is thus changed. In a case of 
low acidity a pyloroplasty does not change 
the degree of acidity to so great an extent, 
but it overcomes retention and spasm. 

Prior to the spring of 1921, the Mayos 
had performed at the clinic 6402 gastro- 
enterostomies for ulcer ; the majority of the 
operations were posterior. When obstruc- 
tion prevented the accomplishment of a 
posterior gastroenterostomy, the anterior 
operation was performed. The results of 
the Finney operation or some other method 
of pyloroplasty, as indicated in a few hun- 
dred cases, are leading to a more favorable 
opinion of the methods and, consequently, 
their increasing application. 





Correspondence 


Massage and Its Therapeutic Value. 
To the Editors of the THERAPEUTIC GAZETTE. 

Many persons, otherwise well informed, 
believe massage to be a newly discovered 
method or agent for the treatment of dis- 
ease, and that massage in its principle is 
only a variation of rubbing and friction. 

Nothing could be further from the truth. 

Massage is a French word derived from 
the Greek word meaning “to. knead,” and 
is the scientific manual application of cer- 
tain movements, such as effleurage, strok- 
ing, petrissage, kneading and tapotement, 
applied to the human body, and is commonly 
known as meaning friction, rolling, manip- 
ulation, stretching and correcting in a va- 
riety of ways. 

Massage and medical exercise has now 
secured its position as a recognized thera- 
peutic measure, useful alike in medical and 
surgical cases, but it is an agent which, if 


it is to be used to advantage, must be em- 
ployed with knowledge and skill as well as 
with perfect attention to detail. 

Massage cannot be learned from books 
only, but must be learned from practice on 
the human subject, and without love for the 
work success is not to be obtained. The 
wide-spread use of massage, medical exer- 
cise and Swedish movements throughout 
the world has simply been the result of an 
educational campaign. The most prominent 
physicians indorse this treatment, and ad- 
vise their patients to take it except in tuber- 
cular diseases and acute neuritis and cancer. 

No case should be undertaken without 
the direction of a doctor, except perhaps 
in some few cases for general toning up. 

In all cases of illness great care should 
be used in selecting the operator, especially 
so where there is the slightest doubt about 
the condition of the heart and arteries. No 
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experienced masseur will take the responsi- 
bility of undertaking a case without havifig 
an opportunity to consult a physician. 

The muscle alternately contracts and re- 
laxes. As the muscle works, more blood is 
brought to it—the more work, the more 
blood and the more waste. 

Muscles are never completely relaxed. 
They are always more or less on the stretch. 
This condition of tension, called “tone,” is 
under control of the nervous system, and 
if kept up normally is dependent upon a 
full supply of blood. Flabby muscles lack 
tone—hence a depressed nervous condition 
must be present or a low condition of the 
circulation. Men with such muscles are of 
sedentary habit—do not exercise. Massage 
applied to the muscles of such individuals 
will speedily restore the lost “tone.” For 
older people, massage with passive and 
active exercise will always be of great bene- 
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fit in stimulating and toning up a sluggish 
system and poor blood circulation. 

In a number of cases hydrotherapy and 
electricity are employed in conjunction with 
massage to great advantage. 

There are many cases in which active ex- 
ercise is impossible or in which the patient 
is unable to take enough of it to accomplish 
the desired improvement. This is especially 
true when there is a disorder of local char- 
acter or when it is localized at some point 
as in cases of rheumatism. Then the exer- 
cise is most conveniently accomplished 
through the intelligent use of massage. I 
have found, in most cases, that if more than 
twenty-four hours elapse between the treat- 
ments it is impossible to get the desired 
results, and in some serious cases a treat- 
ment every twelve hours is necessary. 

A. A. ALLEN, 


Masseur and Medical Gymnast. 
New York. 





Notes and Queries 


~ Vaccination in the Philippines Still 
Effective. 


Heiser and Leach, in the Journal of the 
American Medical Association of July 1, 
1922, state that the recent outbreak of 
smallpox in the Philippines, in which more 
than 50,000 persons lost their lives, again 
confirmed the great value of vaccination as 
a protective agent against smallpox. The 
overwhelming evidence made up of some 
seven million vaccinations performed prior 
to 1914, which resulted in bringing smallpox 
under complete control, has been further 
supplemented by the outbreak of 1918. In 
this latter outbreak, 93 per cent of all 
deaths from smallpox occurred among those 
who were unprotected by vaccination. 

The deaths among the remaining 7 per 
cent were largely due to a virulent strain of 
infection which probably developed among 
the unvaccinated. 

The records further show that 89 per 
cent of the cases of smallpox occurred 


among unvaccinated children, the majority 
of whom were born after 1913. 

When effective systematic vaccination 
was resumed in 1918, smallpox again dis- 
appeared in the wake of the vaccinators. 
The disease showed no signs of abating 
anywhere until vaccination in the stricken 
areas was'again carried out. 

They conclude that vaccination is the 
greatest safeguard against smallpox. 

In countries like the Philippines, tre- 
mendous catastrophes occur unless the en- 
tire population is thoroughly vaccinated 
against smallpox. 

Millions of vaccinations have been made 
in the Philippines without the loss of life 
or limb, or any observable effect on health. 

In the past those who have advocated the 
abolition of vaccination have been the cause 
of many of the deaths among the unvaccin- 
ated. In view of the frightful loss of life 
that may occur in smallpox epidemics, they 
are assuming a grave responsibility indeed 
if they continue their campaign. 














